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for a balanced program of parenteral nutrition... 


all the advantages 


replacement of 


electrolytes, and correction 


of acidosis and alkalosis 


* Travert 10% Solutions provide: 

twice as many calories as 5% dextrose, 

in equal infusion time, with no increase in fluid volume; 

a greater protein-sparing action as compared to dextrose; 
maintenance of hepatic function. 


g\ 


Wallet cards as show:. 
available on requesi 
products of 


BAXTER LABORATORMES, INC. 


Morton Grove, Illinois * Cleveland, Mississippi 
DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES * EVANSTON, ILLINOIS 
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to 
supplement 


treat 
with 
encouragen 


a carefully formulated .. . anti- 
‘ spasmodic—for effee A BCE Of the pain and anxiety 
3 which frequently in ot ere With smooth recovery 


Phenobarbital . ( \% gr.) 

( WARNING: May be habit-forming) 
Acetylsalicylic Acid (Aspirin). . . 162.5 gr.) 
Acetophenetidin.............. 162.5 mg. gt.) 

Atropine Sulfate............. - 0.00065 Migs 

Hyoscyamine Hydrobromide.......... 0.0325 mg. 


when severe pain demands 
more potent measures... 


HASACODE: 


providing the actions of HasaMat plus codeine. 
Available in two codeine strengths — |, gr. 
GHASACODE) and }4 gr. (HASACODE “STRONG ). 


SUPPLIED, HASARAL— bottles of 100, 500, and 
1000, tablets; HasacopeE and Hasacopr 
“strong” — bottles of 100%and 500 tablets. 


RLES C. HASKELL & CO., 
RICHMOND VIRGINIA 
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use\ FURADANTIN® FIRST 


brand of nitrofurantbin, Eaton 


for true ecohomy in| urinary tract infections 


fy \ \ 1. Fast clinical and bacteriologic cures. 

} 2. Helps shorten or eliminate hospitalization. 

3. Helps get patients back to work sooner. 


in 30 minutes: antibacterial concentrations in the urine. 
In 24 hours: a turbid urine is frequently clear. 
In 3 to 5 days: complete clearing of pus cells from the urine. 


In 7 days: sterilization of the urine in the majority of cases. 


Furadantin exerts powerful antibacterial action against a wide 
range of gram-positive and gram-negative organisms, including bacteria 
j/ notorious for their resistance. 
With Furadantin there is no proctitis...no pruritus ani...no crystalluria 
...No moniliasis...no staphylococcic enteritis. 
r) Average adult dose: Four 100 mg. tablets daily, taken with meals 
; and with food or milk before retiring. 
50 and 100 mg. tablets. Furadantin Oral Suspension, 5 mg. per cc. 


-EATON LABORATORIES 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS onl Ja PRODUCTS OF EATON RESEARCH 


| 
| 
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PAIN HAS TWO ASPECTS. WHY TREAT ONLY ONE? 


*T.M. Reg. U. S. Pat. Off. 
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Pain has two aspects—physical and psychic. Most analgesics, 
however, treat only physical pain. But as Krantz and Carr point 
out: “, . . the emotional trauma produced by the pain is an 
essential segment of the pain syndrome which must be treated.””! 


‘Daprisal’ does just that. ‘Daprisal’ relieves the psychic 
aspects of pain because it contains the components of Dexamyl* 


—S.K.F.’s widely prescribed mood-ameliorating preparation. 


‘Daprisal’ also relieves physical pain because it provides the 
combined analgesic effect of acetylsalicylic acid and phenacetin 
—potentiated by amobarbital. 


FORMULA: Each ‘Daprisal’ tablet contains Dexedrine* Sulfate 
(dextro-amphetamine sulfate, S.K.F.), 5 mg.; amobarbital, 4 gr. 
(32 mg.); acetylsalicylic acid, 24 gr. (0.16 Gm.); 

phenacetin, 2'% gr. (0.16 Gm.). 


DAPRISAL’ 


for the relief of pain and the mental and emotional 
distress that prolongs and intensifies pain 


Smith, Kline & French Laboratories, Philadelphia 


1. Krantz, J. C., and Carr, C. J.: Pharmacologic Principles of 
Medical Practice. Baltimore. Williams & Wilkins Co., 1951, p. 587, 
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rerapy 
dermatoses 
nfection exists 


threatens 


Terra-Cortril 


topical ointment 


TERRA-CORTRIL Topical Ointment is the new, easy-to-write name 
for CORTRIL Topical Ointment with TERRAMYCIN Hydrochloride. 


TERRAMYCIN® 


The exclusive, proved broad-spectrum anti- 
biotic with world-wide clinical acceptance 
— discovered and developed by Pfizer. 


CORTRIL® 


The predominant anti-inflammatory glucocor- 
ticoid, made more readily available through 
Pfizer fermentation production methods. 


supplied: in 14-0z. tubes, 39% TERRAMYCIN (oxytetracycline hydrochloride ) 
and 1% corTRIL (hydrocortisone) in an easily applied ointment base. 


also available: 
CORTRIL Topical Ointment 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


*brand of oxytetracycline and hydrocortisone 


CORTRIL Tablets 
CORTRIL Acetate Ophthaimic Ointment 


CORTRIL Acetate Aqueous Suspension 
for intra-articular injection 


TERRA-CORTRIL Ophthalmic S 
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-ROUNDWORMS 


YRUP OF ‘ANTEPAR’ Citrate brand Piperazine Citr 


BURROUGHS WELLCOME & CO, (U.S.A) Ine, Tuckahoe 7 


YRUP TABLETS | 


F 


6 
epar’ is: tolerated: anc pleasant to take. 
| 
“TABLETS OF ‘ANTEPAR’ Citrate brand Piperazine Citrate, 
available in two strengths equivalent to either mg.or 500mg. 
ap 


For appetite and growth 


( 


combines the 3 vitamins impor- 
tant for appetite and growth. 
U N | Q U E ONE TABLET CONTAINS: 


Biz mcg. 


FOMBINATION Bo ....... 


" DOSE: 1 tablet daily 


Pleasant tasting, specially con- 
structed soft tablet (Softabt) melts 


U N | Q U E in the mouth. 


FO RM If liquid is preferred OREXIN 
tablet dissolves quickly in tea- 


spoon of water. 


Available at all pharmacies 


in bottles of 30 and 100 tablets 


THE STUART COMPANY Pasadena 1, California 


t Trade Mark 
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sealed-in-foil 


REAGENT TABLETS 


a rapid, reliable urine-sugar test every 
time because every batch of Clinitest 
Sealed-in-Foil Reagent Tablets is tested 
for stability under conditions as exacting 
as a tropical rainy season—86° to 90° 
temperatures and 95% humidity. 


Clinitest Reagent Tablets, Sealed in Foil, 
boxes of 24 and 500. 


AMES DIAGNOSTICS 
Adjuncts in Clinical Management 


AMES COMPANY, INC + ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 


62754 
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overcoming 
weight 
control 
obstacles 


Obedrin 


an d Patients can lose weight and maintain 
a restricted diet, in comfort, without 
th undesirable side effects 
aq 60 10 70 EXCESSIVE DESIRE FOR FOOD 
p— ba sic Obedrin offers the full anorexigenic value of 
b a Methamphetamine to curb the desire for food, 
| d j e t while counteracting mood depression. Patient co- 
operation is made easier. 
NERVOUS TENSION 
To avoid excitation and insomnia, Pentobarbital 


is the ideal daytime sedative. It counteracts over- 
stimulation by Methamphetamine, but does not 
diminish the anorexigenic action. 


VITAMIN DEFICIENCIES 


Obedrin tablets contain adequate amounts of 
vitamins B, and B,to supplement the 60-10-70 
Basic Diet, but not enough to stimulate the ap- 
petite. 


@ EXCESSIVE TISSUE FLUIDS 
Large doses of Ascorbic Acid aid in the mobiliza- 
om tion of fluids, so often an obstacle in obesity. 


Write For + 
BULK NOT NECESSARY 
60-10-70 Diet 


Pads, Weight Charts The 60-10-70 Basic Diet provides enough rough- 
had Peatnteasst age, so artificial bulk is unnecessary. The hazards 
Sample Of of impaction caused by ‘‘bulk” producers is ob- 


Obedrin viated. 


Each tablet contains: 


Semoxydrine HC1........ 5 mg. 
S. E. MASSENGILL CO. (Methamphetamine HCl) 
; Pentobarbital.............. 20 mg. 
Bristol, Tennessee Ascorbic Acid.............. 100 mg 
Thiamine HCL.............. 0.5 mg. 
1 mg. 


Niacin 5 mg. 
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SULFADIAZINE 
SULFAMETHAZINE 
SULFAMERAZINE 


Ss american Cyanamid company , FINE CHEMICALS DIVISION, 30 ROCKEFELLER PLAZA, NEW YORK 20, N.¥. 
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unexcelled among sulfa drugs 


for highest potency « wide spectrum* 


highest blood & tissue levels e safety 


minimal side effects e economy 
“Council-accepted Triple Sulfas possess 
an exceptionally broad antibacterial 
spectrum—one unsurpassed by any 
single sulfa drug. They have been 
proved effective beyond comparison 


against a great many pathogenic 
species, both Gram-positive and 
Gram-negative. 


Meth-Dia-Mer Sulfonamides 


Broad-spectrum activity is only one 
of the virtues that distinguish the 
Triple Sulfas. Because of their 
established efficiency, great safety, 
and outstanding economy, their use 
increases daily. 


Triple Sulfas, alone or in combination 
with certain other agents, are 
available from leading pharmaceutical 
manufacturers under their own brand 
names. This message is presented 

in their behalf. 


All sulfas are not Triple Sulfas! 
ASK ANY MEDICAL REPRESENTATIVE ABOUT THE 
TRIPLE SULFA PRODUCTS HIS COMPANY OFFERS! 
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METANDREN LINGUETS 


the most potent oral androgen 


FEMANDREN LINGUETS 


the most potent oral estrogen with the most potent oral androgen 


Buccally or sublingually absorbed tincuets by-pass liver 
inactivation or gastric destruction—are virtually as potent as parenteral 
steroids—provide effective, convenient, low-cost hormone therapy. 


Supply: Metandren Linguets, 5 mg. (white, scored) and 10 mg. 
(yellow, scored). Femandren Linguets (green, scored), each containing 
0.02 mg. ethinyl estradiol and 5 mg. methyltestosterone. 


Metandren® (methyltestosterone U.S.P. cisa) 


Femandren® (methyltestosterone with ethinyl estradiol cis) 
Linguets® (tablets for mucosal absorption ciBa) 


C 1BA Summit,N.J. 


2/ 2079" 
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there 1s nothing quite like 


DESITI 


OINTMENT 


rich in 
COD LIVER OIL 


to keep 

baby’s skin clear, 
smooth, supple, 
free from rash, 
excoriation 

and chafing 


Desitin Ointment has proven its soothing, 
protective, healing qualities’* in over 30 
years of use on millions of infants in... 


DIAPER RASH - DERMATITIS - INTERTRIGO - IRRITATION 


Tubes of 1 02., 2 02., 4 0z., and 1 lb. jars. 


FOR DESITIN cuemica company 
samples : 70 Ship Street - Providence 2, R. I. 


AND 
zel, H. G., C. B., and Grayzel, R. W.: New York 

2. C. B., Grayzl, and Kramer, rchives 

Pediatrics 68:382, 1951. 

e 3. Behrman, H. T., Combes, F. A., and Leviticus, R.: 

. Ind. Med. & Surgery 18: 512, 1 

~ 4. Turell, R.: New York St. J. M. 50: 3282, 1950. 
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MICTINE*—THE NEW ORAL DIURETIC 


Searle MICTINE Provides Effective 
Oral, Non-Mercurial Diuresis 


‘The result of many years of research, Mic- 
tine, brand of aminometramide, supplies a 
long-felt need for an improved oral diuretic. 
Mictine, 1-allyl-3-ethyl-6-aminotetrahy- 
dropyrimidinedione, is not a mercurial, xan- 
thine or sulfonamide. 


Effectiveness: Every method for measuring 
the diuretic effect in man now available, 


Mictine is believed to act by the selective inhibition of the reabsorption of sodium 
ions. Thus, the resulting diuresis is characterized by increased quantities of sodium 
ions and water. 


including precise human bioassay studies, 
without exception demonstrated that Mic- 
tine is an effective oral diuretic, and these 
studies show that approximately 70 per cent 
of unselected edematous patients treated 
with Mictine by mouth respond with a sat- 
isfactory diuresis. 


Well-Tolerated: There are no known con- 
traindications to Mictine, even in the pres- 
ence of hepatic or renal damage, and there 


is no risk of acidosis. On high dosage, 
Mictine causes some side effects in some 
patients but on three tablets daily these side 
effects (anorexia and nausea, rarely vomiting, 
diarrhea or headache) are minimal or absent. 


Indications: Mictine is useful primarily in 
the maintenance of an edema-free state 
and in the initial and continuing control of 
patients in mild con- 
gestive failure. Mictine 
may be used also for 
initial and continuing 
diuresis in more severe 
congestive states, 
particularly when mer- 
curial diuretics are 
contraindicated. 


Administration: The 
usual dosage for the 
average patient is one 
to four tablets daily 
with meals, in divided 
doses on an interrupted schedule. An inter- 
rupted dosage schedule may be accom- 
plished by giving the drug on alternate days 
or for three consecutive days and then omit- 
ting it for four days. 

For severe congestive states the dosage is 
four to six tablets daily with meals, in di- 
vided doses on interrupted schedules similar 
to those already mentioned. 


Supplied: Uncoated tablets of 200 mg. 
*Trademark of G. D. Searle & Co. 
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By easing pain “’round-the-clock”, 
by stimulating secretion of ACTH, and by 
prolonging the action of corticosteroids, Pabalate 


contributes effectively to both symptomatic and 


functional improvement. Pabalate-Sodium Free is the 


preferred form for potentiation of administered corti- 
costeroids, permitting lower dosage. Free from adverse reaction. 


A. H. Robins Co., Inc., Richmond 20, Va. 
Ethical Pharmaceuticals of Merit since 1878 
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The prescription 
behind the : 


Clinical success 


For safe relief and 


rehabilitation in 


RHEUMATOID ARTHRITIS 


tablet os 
Sodium Salicylate (2 ) 03 


Salnylate Ser). 
athe Acid (Ser) 
Salty 


3Gm. 
3Gm, 


Pabatate 

Each yellow enteric coated tab- 
let contains sodium salicylate 
U.S.P. 0.3 Gm. (5 gr.), para- 
aminobenzoic acid (as the so- 
dium salt) 0.3 Gm. (5 gr.), and 
ascorbic acid 50 mg. 


Pabalate-Sodium Free 
Each Persian rose enteric coated 

tablet contains potossium sa- 
licylate 0.3 Gm. (5 gr.), para- 
aminobenzoic acid (as the po- 
tassium salt) 0.3 Gm. (5 gr.), 
and ascorbic acid 50 mg. 


xX 
> 
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100 - 
— lit  BPABALATE 
; Ascorbic ACH eric Coated | 
i 
Free, 


sion incorporating the gastrointestinal 


adsorbents and detoxicants kaolin and 
pectin with the unique spasmolytic-sed- 
ve properties of ‘Donnatal’, and the 
or antacid action of cnr’ alu- 

m 


for more pasitive relief of diar- 
rhea, whether func: 


ee 
* 
(4 gr.) 162 mg. for in all seasons. 


ELECTRON PHOTOMICROGRAPH 


Shreplococews faccalts 40,000 x 


Streptococcus faecalis is a Gram-positive organism commonly involved in 
a variety of pathologic conditions, including 


urinary tract infections + subacute bacterial endocarditis + peritonitis. 


It is another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. capsules 
250 mg. tsp. oral suspension (PANMYCIN Readimixed ) 


@ TRADEMARK, REG, U. S. PAT. OFF. 
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PROMPTLY 


for faster, 
surer recovery 
without relapse 


¥ 


In post-infection neuritis (following upper respira- 
tory or virus infection), one ampul of Protamide 
daily for five days has been shown to produce 
complete recovery without relapse in 85% of pa- 
tients when treatment was started during the first 
week of symptoms.* 


You can count on comparable results 
in_your own practice when you 


USE_PROTAMIDE FIRST 


for patients with] post-infection 
neuritis, herpes zoster and certain 
other nerve root/pain\probiems. 


% 4 

4 

4 


Pharmacologically sate and clinically 
assayed, Protamide is a sterile col- 
loidal solution prepared from animal 
gastric mucosa. Due to an exclusive, 
unique denaturing process, protein 
reaction cannot be demonstrated with 
Protamide although it is of protein 
origin. 

The solution is straw colored with 
an adjusted pH of 5.9. It is virtually 
painless on administration and is used 
intramuscularly only. 

Protamide is stable at room tem- 
perature and is packaged in 1.3 cc. 
ampuls in boxes of ten. 


*Smith, R. T., New York Med. 8:16, 1952. 
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Pyridium 


(PHENYLAZO-DIAMINO-PYRIDINE HC!) 


Gratifying relief from urinary 
distress in a matter of minutes 


eer BENEFITS: Well-tolerated, fast-acting urinary analgesic. Action — 


confined to GU tract. Compatible with sulfas and oT 


COMFORT 
ON THE-JOB... AND AT PLAY 


EFFECTIVE — In a clinical report covering 118 
cases of pyelonephritis, cystitis, prostatitis 
and urethritis,! Pyrimpium relieved or abol- 
ished pain and burning in 93 % of the patients 
and decreased or eliminated nocturia in 83.7% 
of the cases. 

NONTOXIC— Analgesia from PyRIDIUM is re- 
stricted to the urogenital mucosa. Concomi- 
tant administration of PyrRIDIUM and 
sulfonamides or antibiotics is often desirable 
to relieve pain in the interval before the anti- 
bacterials can act. 

PHYSIOLOGICAL — Through its local analgesic 
action, Pyripium helps relax the sphincters, 
thus facilitating emptying of the bladder. 


PSYCHOLOGICAL— The characteristic orange- 
red color of Pyriprum in the urine is often 
an immediate assurance to the patient of 
prompt action. 

SUPPLIED—in 0.1 Gm. (11% gr.) tablets, vials 
of 12 and bottles of 50, 500, and 1,000. 


Pyripium is the registered trade-mark of Nepera Chemical Co., 
Inc., for its brand of phenylazo-diamino-pyridine HCl. Sharp & 
Dohme, Division of Merck & Co., Inc., sole distributor in the 
United States. 


SHARP & DOHME 


PHILADELPHIA 1. PA. 
DIVISION OF MERCK & CO., INC, 


REFERENCE: :. Kirwin, T. J., Lowsley, O. S., and Menning, J., Am. J. Surg. 62:330-335, December 1943, 


| 
LEDERLE LABORATORIES DIVISION american Cyanamid company Pearl River, New York 


York 


Seven years of world-wide use... more than half a 
billion doses administered ... millions of patients 
restored to normal health, many saved from death— 
this is the unsurpassed record of AUREOMYCIN. 


Avureomycin, the first extensively prescribed broad- 
spectrum antibiotic, must certainly rank with the 
major therapeutic agents available. 


Thousands of published clinical trials have estab- 
lished its efficacy in combating many kinds of 
infection. Thousands of doctors give it their highest 
acclaim by regularly employing it in their practices. 


A convenient dosage form for 


Lederle 


every medical requirement. 


highest blood & tissue levels* 


Hydrochloride 
Chlortetracycline HCl Lederle 


Stands 


record! 


*TRADE-MARK 


21) = 
4 
AS. 
—S 
* 


Syrup 6 mg. per Rinepecdteit), Oral Tablets (5 mg. per tab 
May be habit-forming. Average adult dose, 5 mg. t.i.d. 
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“To eate the blow when 
you 


ah 


appetizing 


— gives a zestful “salty” flavor to the 
sodium-restricted diet— helps to keep the patient on the 


salt-free regimen by making meals tasty. 


Neocurtasal may be used wherever sodium restriction is indicated — 
it is completely sodium-free. May be used like ordinary table salt — added 
to foods during or before cooking or used to season foods at the table. 


WINTHROP 


eocurtasal 


. trustworthy non-sodium containing salt substitute’! 


Supplied in 2 oz. shakers 
and 8 oz. bottles. 
Write for pad of diet sheets. 


1. Heller, E. M.: The Treatment of Essential 
CONSTITUENTS: Potassium chloride, ammonium chloride, potassium formate, 
Fe TS calcium formate, magnesium citrate, potassium iodide (0.01%) and starch. 


New Yorn 18, N.Y. Winpsor, Onr. Neocurtasal, trademark reg. U.S. Pat. Off. 
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FRIEDLANDER’S BACILLUS 


FOR MULTIPLE ATTACK 


Infections of the upper respiratory or lower urinary tract 
are commonly associated with mixed bacterial pathogens. 
Combination therapy is the logical approach.'* 


TABLETS 


BICILLIN: 


Benzathine Penicillin G (Dibenzylethylenediamine Dipenicillin G) 
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ESCHERICHIA STREPTOCOCCUS FAECALIS 


be . 


BICILLIN-SULFAS provides multiple attack 
through two distinct antibacterial mech- 
anisms. These actions give the physician the 
means to achieve control over a wide range 
of mixed infections, both gram-positive 
and gram-negative. 


BICILLIN-SULFAS combines BICILLIN, the 


SUSPENSION 


SULFAS 


Triple Sulfonamides 


PSEUDOMONAS AERUGINOSA 


ON MIXED INFECTIONS 


penicillin with a surety factor for absorp- 
tion, and SULFOSE®, the highly soluble 
triple sulfonamide of low renal risk. For 
oral therapy distinguished by maximal 
safety and effective blood levels. 


1. Daly, J. W.: Antibiot. & Chemo. 4:687 (June) 
13) 1988 Spink, W.W.: J.A.M.A. 152:585 (June 


® 
Philadelphia 2, Pa. 
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ACETAZOLEAMIDE LEDERLE 


NOW ACCEPTED FOR USE IN 


EPILEPSY 


Recent clinical trials show that D1amMox modifies both the 
frequency and severity of epileptic seizures. DIAMOXx appears to 
produce a relative acidosis, in a manner similar to the ketogenic 
diet, and may also have a specific effect on nerve tissue. No 
direct sedative action is apparent. 


GLAUCOMA’ 


Oral administration of D1amMox is followed by significant reduc- 
tion in intraocular pressure in acute glaucoma. Experimental evi- 
dence indicates decreased secretion of aqueous humor. D1AMox al- 
so appears to enhance the action of commonly employed miotics. 


CARDIAC EDEMA 


Now the most widely prescribed diuretic, D1amMox has been 
immediately accepted by clinicians because it is an effective, 
safe and convenient oral diuretic. 


Available in 250 mg. tablets and 500 mg. ampuls for intravenous use. 


1. Meruts, S.: Diamox: A Carbonic An- 2. Becker, B.: Decrease in Intraocular Pressure 
hydrase Inhibitor—Its Use in Epilepsy. in Man by a Carbonic Anhydrase Inhibitor, 
Neurology. 4:11, 863-866 November 1954. Diamox. Am. J.Ophth. 37:1, 13-15 January 1954 


LEDERLE LABORATORIES DIVISION amerscan Cy id COMPANY > 
-S. 


PEARL RIVER, NEW YORK *REG.u 
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...no two hypertensives are alike 


Tim Jones must stay on Rauvera 


Diagnosis: Moderately severe, chronic, fixed hypertension; arteriosclerosis. 


T. J., nervous tense executive, used to be on Veratrum products, but the high dosage neces- 
sary to control his symptoms caused annoying nausea and occasional vomiting. Now he is 
doing well on Rauvera (1 tablet t. i. d. after meals). The combination therapy of 1 mg. 
alseroxylon and 3 mg. alkavervir per tablet of Rauvera is the best medication for him, be- 


cause it reduces his need for Veratrum and successfully manages his Grade III type of 
hypertension. 


On Rauvera his blood pressure dropped promptly, his headaches disappeared, his pulse rate 
slowed, he is in good spirits. No toxic effects were noted. 


Rauvera® is a preparation. Supplied in bottles of 100, 500, ard 1,000 tablets. 
Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Company 


Tim Jones must stay on Rauvera—for no two hypertensives are alike. 
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DONNATAL EXTENDED ACTION TABLETS 


prolonged spasmolytic action, 
© Donnatal Extentabs are constructed to 

release immediately the equivalent 
of 1 Donnatal tablet... thereafter:re: 
leasing the equivalent of 2 additional 
| tablets gradually and uniformly 
over a period of 8 10 hours. 


Each Donnatal Extentab 


contains: DONNATAL: 

Sustained therapeutic effect is thus Hyoscyamine Sulfate ........0.3111 mg. ee ont 

| ine Sulfate ................ A a 

provided for 10 to 12 hours;.and E Atropine Sulfate ....... EEE DONNATAL No. 2: 

1 Extentab morning and night assures, Hyoscine Hydrobromide ....0.0195 mg. Doknatal with cug-” 
“round-the-clock” action. __ 


Phenobarbital (3 gr. 


AH. ROBINS co. RIGHIMOND 20, ve 


Ethical Pharmaceuticals of Merit sings 
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Julia Miller does well on Rautensin 
Diagnosis: Hypertension Grade II, tachycardia 


J. M., active clubwoman, 55, has a moderately high blood pressure and a very rapid heart 
rate which have been considerably reduced after 35 days on Rautensin (mixed Rauwolfia 
alkaloids —the alseroxylon fraction) on a schedule of 2 tablets (4 mg.) daily, taken at 
one time before retiring. Now Julia is much calmer and happier than all last year. Later 
on she will probably do well on a 1 tablet (2 mg.) daily maintenance dose. No postural 
hypotension and only minor side effects (stuffy nose) have been observed. 


Rautensin* is a preparation. Supplied in bottles of 100, 500, and 1,000 tablets. 
Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Company 


*TRADE MARK 


Julia Miller does best on Rautensin—for no two hypertensives are alike. 
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: more potent and longer lasting analgesia 


than with morphine 


less likely to cause constipation 


than morphine 


smaller dosage required 


than with morphine 


LEVO-DROMORAN 


Tartrate ‘Roche’ 


May be administered orally, subcutaneously, 
or intravenously for: 
preoperative narcosis 
postoperative pain relief 
relief of severe, intractable pain 
Addiction liability is the same as with mor- 
phine and the same precautions should be 


observed as with other narcotic analgesics. 
Narcotic blank required. 


HOFFMANN -LA ROCHE INC « Roche Park « Nutley 10 «+ New Jersey 


LEVO-DROMORAN®—brand of levorphan (3-hydroxy-N-methylmorphinan) 
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two hypertensives are alike 


Joe Smith is on Crystoserpine 
Diagnosis: Emotionally disturbed; labile hypertension Grade I 


J. S., greatly agitated individual, is now on Crystoserpine (crystalline reserpine-Dorsey), 
1 tablet of 0.25 mg. q. i. d. because he is emotionally disturbed, nervous, ambitious but 
often frustrated. His work means unrelenting pressure, and as a result he developed a 
mild, labile hypertension (Grade 1). After three weeks of therapy he is a calm, tranquil 
individual. His blood pressure and slightly elevated pulse rate are down to normal. At no 
time did Crystoserpine cause postural hypotension or toxic effects. Now his family can 
“live” with him. 

Crystoserpine* is a preparation. Supplied in bottles of 100, 500, and 1,000 tablets. 
Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Company 


* TRADE MARK 


Joe Smith does best on Crystoserpine—for no two hypertensives are alike. 
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Barbidonna 


offers the logical combination of 

natural belladonna alkaloids and phenobarbital — 
a combination which provides smooth spasmolysis 
and balanced sedation. 


EACH TABLET OR FLUIDRAM OF ELIXIR CONTAINS: 


(Incorporated as Hyoscyamine sulfate 0.1286 mg. Atropine sulfate 
0.0250 mg. and i ide 0.0074 mg.; approximately 


equivalent to 7 min. Tr. Belladonna.) 


& BROWN, INC. Richmond, Virginia 
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A NEW COUGH SPECIFIC 

Free trom central depression 
NON-NARCOTIC 

Free from addiction 

TESTED IN 18,000 OBSERVATIONS“ 


a 10-mg dose of Romilar 
is equivalent to 

a 15-mg dose of codeine 
available in tablets 


and as a syrup 


*L. J. Cass et al., New England J. Med., 
249.132, 1953; Am. J. M. Se., 227:291, 1954. 


Romilar® Hydrobromide — brand of 
dextromethorphan hydrobromide 
(d-3-methoxy-N-methylmorphinan hydrobromide) 


HOFFMANN-LA ROCHE INC 


Roche Park * Nutley 10 * New Jersey 


> 

No constipation 

- 

‘Roche’ 

* 


ELECTRON PHOTOMICROGRAPH 


Kletsiclla 45,000 x 


Klebsiella pneumoniae (Friedlander’s bacillus) is a Gram-negative, 


capsulated organism commonly involved in 


various pathologic conditions of the nose and accessory sinuses, 


in addition to bronchopneumonia and bronchiectasis. 


It is another of the more than 30 organisms susceptible to 


@TRADEMARK, REG. U. S. PAT. OFF. 


PANMYCIN 


100 mg. and 250 mg. capsules 


250 mg. tsp. oral suspension (PANMYCIN Readimixed ) 
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tri-sulfanyl 


sulfonamide therapy at its best 


rapid, maximum recovery assured... 


because of rapid, prolonged high blood 
and tissue levels of triple sulfa mixtures. 


FEBRUARY 1955 


get them out of bed quickly... ¢afely. | 
worry-free therapy...high urine solubility makes risk 
erystalluria virtually negligible. As specific as antibiotics inmany 
tions, b it avoids certain of their complications. Danger of 
moniliasis, gastric upsets, bacterial resistance, sensitivity, 
blood dyscrasia, etc. reduced to a minimum. 
the candy-like flavor of Tri-Sultany! syrup appeals to all. 
cc. of Tri-Sulfany! tablet contains 056m. 
_ of total sulfas (equal parts of sulfadiazine, sulfamerazine and 
sulfathiazole) with 0.375 Gm. of sodium citrate (in syrup only), 
oz.. 16 oz. and ealion : yr Ip: 100 anc tS. 
-arlington-funk laboratories 
division of U.S. Vitamin Corporation, 260 East 43rd St, New York 17,NY 
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ANTHELMINTIC 


effective against systemic parasitic infestation 


MAJOR ADVANTAGES: Provides hexylresorcinol, highly effective 
anthelmintic. Single dose often sufficient. Easy-to-use pills. 


When bare feet pick up parasites— use CRYSTOIDS 


Hookworms, tapeworms, pinworms, whipworms _Hexylresorcinol. Administration and dosage are 
and roundworms—all are controlled by the ad- _ included on label. 
ministration of Crystoips. Even in mixed infes- 
tations, such as ascarides and hookworms, most 
of the invaders may be eliminated by a single 
treatment. 

CrystToiDs are supplied as gelatin-coated pills Philadelphia 1, Pa. 
in two strengths: 0.1 Gm. and 0.2 Gm. ‘Caprokol’ DIVISION OF MERCK &.CO., INC. 
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with the common cold 


contains Clistin Maleate*...the new antihistamin ft 


Patients will be delighted 


and refreshing yellow colo 
Clistin Expectorant is non-narcotic... compatibldhoy 


desired. It does not numlihe 


The combination of expectorants gives an additive effectyet 


demulcent base soothe 


OC 


The Clistin Expectorant formula: 


Each 30 ce. (1 fl. 0z.) contains: 


Clistin Maleate (Carbinoxamine Maleate, McNeil). 12 mg. 
Potassium 0.4Gm. (6 gr.) 


Pints and Gallons LABORATORIES, INC. 
PHILADELPHIA 32, PA. 


CLINICAL SAMPLES ON REQUEST 


The new antitussive... CLISTINy 
ile 
Fo: 
‘McNEIL 


TINNXPECTORANT ...for coughs associated 


1UMthe mouth or upset the stomach 


ffechyet minimizes digestive disturbances. Its special 


othlocal irritation 


*Carbinoxamine 


Maleate, McNeil 


EXPECTORANT 


iif unsurpassed therapeutic potency and safety. 7 
Wili(listin Expectorant’s appealing fruity flavor 
tiblfhowever, with commonly used narcotic salts if so 
_ | 
fi 
RA FA, bald 
iC. 
A. 


38 


SOUTHERN MEDICAL JOURNAL 


< 


* 


a strong local analgesic and 
non-irritating counterirritant 
for relief of pain in neuralgia, 
muscular rheumatism and in 
muscular aches and strains. 


Containing 58% salicylates (methy] salicylate 
and aspirin), with menthol and camphor, in 
an alcohol-oil base, Panalgesic provides 
prompt relief of muscle, nerve, or joint pains. 
A green liquid, Panalgesic is virtually non- 
greasy on does not stain the clothing. 

analgesic is issued in 2-ounce bottles and 
in half-gallon dispensing bottles. 


Wm. P. Poythress & Co., Inc. 


RICHMOND 17, VIRGINIA 


N 
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an |ESTABLISHED | dosage form 
of choice 
for |PROVED | broad-spectrum 


antibiotic therapy 


the first broad-spectrum antibiotic 
available in this convenient parenteral form 
for the treatment of a wide range 


of infections due to susceptible organisms. 


Supplied in single-dose vials. On reconstitution, 
each single dose contains: Crystalline 
Terramycin hydrochloride—100 mg. 
Magnesium chloride—5% 

Procaine hydrochloride—2% 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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@ Fully half of all patients with labile hypertension 
will need no other medication'...for antihyperten- 
sive or for tranquilizing action. 


@ Flat response curve—tranquilizing as well as anti- 
hypertensive’— makes individual dosage adjustment 
virtually unnecessary. 


@ The ideal rauwolfia preparation. Excellent for 
long-term administration—no tolerance, no sensiti- 
zation, no contraindications. 


The tranquilizing and nonsoporific sedative 
actions of Rauwiloid find broad application in 
many fields—to allay anxiety and apprehension and 
to provide a sense of calm well-being in preopera- 

tive preparation, in gynecologic conditions, in cer- 
S O Easy, Loo tain dermatologic diseases, in nervous and mental 


disorders, and as an adjuvant with other drugs. 


No bothersome daytime medica- 1. Allen, E. V.; Barker, N. W.; Hines, E. A., Jr.; Kvale, 
tion. Just two 2 mg. tablets at W. F.; Shick, R. M.; Gifford, R. W., Jr., and Estes, 
bedtime. For Bata. Danan one J. E., Jr.: Medical Treatment of Essential Hyperten- 


: sion, Proc. Staff Meet., Mayo Clin. 29:459 (Aug. 25 
tablet h.s. usually suffices. 1954. 


. Livesay, W. R.; Moyer, J. H., and Miller, S. I.: Treat- 
ment of Hypertension with Rauwolfia Serpentina Alone 
and Combined with Other Drugs, J.A.M.A. 155:1027 
(July 17) 1954. 


LABORATORIES, INC., tos 42, 
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ELECTRON PHOTOMICROGRAPH 


44,000 x 


Diplococcus pneumoniae (Streptococcus pneumoniae) is a Gram-positive 


organism commonly involved in 


lobar and bronchopneumonia ¢ chronic bronchitis * mastoiditis * sinusitis 


otitis media + and meningitis. 


It is another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. capsules 
250 mg./tsp. oral suspension (PANMYCIN Readimixed) 


TRADEMARK, REG. U. S. PAT. OFF, 
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broad spectrum antibiotic of choice 


promptly reaches high levels in the urine 


crosses the intact meningeal 
barrier more readily than the other 


broad spectrum antibiotics 


produces higher blood levels than the 
other broad spectrum antibiotics 


less gastrointestinal side effects than 


the other broad spectrum antibiotics 


Minimum adult dose: 250 mg. q.i.d. 
250 mg. capsules, bottles of 16 and 100. 
50 and 100 mg. capsules, bottles of 25 and 100. 


*STECLIN’ IS A SQUIBB TRADEMARK 
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As 
reactive 


reactive 


Liquids’ 


Tablets dihydroxy aluminum aminoacetate, N.N.R. 


The therapeutic advantages of dihydroxy aluminum aminoacetate 
(ALGLYN) as an effective antacid in tablet form are now well estab- 
lished. A more recent comparison between the reactivity of Alglyn 
- and the most widely prescribed forms of aluminum hydroxide (both 
gels and tablets) in vitro is reported by (1.) Rossett and Rice in 
Gastroenterology, 26:490, March, 1954. Reprints on request. 


For rapid and prolonged antacid For antacid-spasmolytic therapy For antacid-spasmolytic action 
therapy effective in Tablet form plus sedation 
NEW 

ALGLYN® BELGLYN“ MALGLYN® 

Each tablet contains dihydroxy Each tablet contains dihydroxy alu- Each tablet contains dihydroxy alu- 
aluminum aminoacetate, N.N.R., minum aminoacetate, N.N.R., minum aminoacetate, N.N.R., 0.5 
0.5 Gm. Bottles of 100. 0.5 Gm.; belladonna alkaloids (as — Pvceoand ime 1/400 

| sulfates), 1/400 gr. Bottles of 100. Bottles of 100. 4 . 


Braylen Pharmaceutical Company 


SPECIALTIES FOR THE MEDICAL PROFESSION ONLY 


Alm-3 


form 
aluminum. 
preparation... 


Q “She was often depressed, 


dissatisfied and unhappy .. . 


‘DEXAMYL’ has been of remarkable value for this patient . ..” 


— 
- q 
~ 


patient: “She was often depressed, dissatisfied and unhappy . . . 
“Menstrual irregularities, osteoarthritic pains, climacteric disorders, 
plus the general cares of married life have brought about a 
variety of complaints.” 


medical treatment: ‘Dexamyl’, 1 tablet, t.i.d. 


response: “ “Dexamyl’ has been of remarkable value for this patient .. . 
it reduces the tension . . . relieves her insidious uneasiness.” 


(This unposed photograph was taken during the patient’s interview 
with her physician, a general practitioner. The case report is 
in his words.) 


To help restore tranquility, optimism and a feeling: of well-being 
to the patient who is ANXIOUS and DEPRESSED: 


tablets—elixir—Spansulet capsules 


Each ‘Dexamyl’ Tablet or teaspoonful (5 cc.) of the Elixir contains: 


(dextro-amphetamine sulfate, S.K.F.) 


also available: ‘Dexamyl!’ Spansule (No. 1), containing the equivalent 
of two Tablets; ‘Dexamyl’ Spansule (No. 2), containing the 
equivalent of three Tablets. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. Patent Applied For 
+T.M. Reg. U.S. Pat. Off. for S.K.F.’s brand of sustained release capsules 
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Cae action means 
faster patient recovery 


hours (average) required to reduce fever 
0 5 10 15 20 25 30 35 40 


MIXED SULFONAMIDES 
WITH PENICILLIN 


PARENTERAL PENICILLIN 


SULFADIAZINE 


) Volimer, Pomerance and Brandt observed that the administration of sulfonamide 
} mixtures when combined with penicillin reduced fever in patients with phevmonis. : 
more rapidly than sulfadiazine or penicillin alone.* 


the quadri-sulfa mixture . .. Each tablet or teaspoonful of the | 
. . d p c tal 
DELTAMIDE /penicillin 
DELTAMIDE DELTAMIDE 


combines 4 of the most useful sulfonamides with penicillin for— 0.167 Gm. sulfadiazine "eae. 


0.167 Gm. sulfamerazine 0.167 Gm. 


a wider antibacterial spectrum 0.056 Gm. sulfamethazine0.056 Gm. 
0.111 Gm. sulfacetamide 0.111 Gm. 

the advantages of a sulfonamide combination: — penicillinG 250,000 Units 

faster therapeutic blood levels and better sustained; Deltamide 

higher solubility in the urine; greatly reduced renal Tablets : Bottles of 100 and 1000. 

toxicity and lessened side-effects. ef 40nd Wer. 


Deltamide w/penicillin 
Tablets: Bottles of 36 and 100. 
Powder for Suspension: 60 cc. bot- 
the truly synergistic action that occurs when tles to provide 2 oz. of suspension 
sulfonamides and penicillin are combined by the addition of 40 cc. of water. 


*Volimer, H.; Pomerance, H. H., and Brandt, |. K.: New York State 
J. Med. 50: 2293, 1950. 


the true potentiation of action that occurs with 
the use of sulfonamide mixtures 


also available DELTAMIDE 


AN THE ARMOUR LABORATORIES 
: A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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The man who does best... 


Success is measured in terms of the qual- _nicians work in close co-operation with 

ity and quantity of the work done, both them so that every effort counts. 

by the individual and those who work It is not surprising that Kodak Blue 

with him. Brand X-ray Film and Kodak x-ray 
That is why most successful radiologists | chemicals are favorites, since they are 

are men and women who best use the _ made to work together, designed to produce 

facilities at their command—whose tech- _ dependable radiographs. 


For superior radiographic results, Process in 

follow this simple rule: Kodak Chemicals 

(LIQUID OR POWDER) 

Use Kodak 

Blue Brand 
X-ray Film 


Order from your x-ray dealer 
EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N.Y. 
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@ Lactinex Tablets contain a standardized 
viable mixed culture of Lactobacilli acid- 
ophilus and bulgaricus with the naturally 
occurring metabolic enzymes that are pro- 
duced by these organisms. 

Lactinex Tablets are of definite value 
in reestablishing the normal physiology 
of the intestinal tract in gastrointestinal 
disturbances in infants and adults. 


Lactinex Tablets are highly effective 
in the treatment of uncomplicated diarrhea, 
including that due to antibiotic therapy. 

Dosage: Two to four tablets 3 or 4 times 
a day with at least one half glass of milk. 


Supplied in bottles of fifty tablets. 


TABLETS 
HYNSON, WESTCOTT & DUNNING, INC., <i> Baltimore 1, Maryland 


Southern Medical 


PUBLISHED BY SOUTHERN MEDICAL ASSOCIATION 


Esophageal Reconstruction by Esophago je ju- 


nostomy and Esophagocologastrostomy* 


(With Special Reference to Lye Strictures) 


LEWIS H. BOSHER, JR., M.D., ALFRED M. DECKER, JR., M.D., 
and JAQUELIN M. HARRISON, M.D.t+t Richmond, Va. 


The authors report their success in the use of these technics in five cases. 


THE PROBLEM OF RECONSTITUTION of alimen- 
tary tract continuity within the thorax re- 
mains dynamic. For patients with benign 
lesions of the esophagus it is especially de- 
sirable to employ reconstructive methods 
which will allow normal nutrition, avoid 
serious cosmetic defects, and eliminate the 
complications of ulceration, reflux esophagitis 
and recurrent stricture formation so fre- 
quently associated with esophageal recon- 
struction. 


Available Methods 


Many technics are available for esophageal 
reconstruction, but all of these present cer- 
tain disadvantages. The history of the de- 
velopment of esophagoplasty has been well 
reviewed in several papers.'! 19 24 27 29 

Skin-lined tubes can successfully replace the 
cervical esophagus in the Wookey procedure 
for carcinoma of this organ. When employed 
to reconstruct the entire esophagus, as for 
lye strictures, they have proved somewhat 


*Read before the Section on Surgery, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 

+From the Division of Thoracic and Cardiovascular Sur- 
gery, Department of Surgery, Medical College of Virginia. 


less satisfactory. Multiple operations are re- 
quired, the cosmetic result is poor and the 
incidence of fistula and stricture formation 
high. The absence of peristalsis apparently 
does not constitute a serious drawback so long 
as the tongue, cheek and pharyngeal muscles 
are capable of initiating the downward pro- 
pulsive movement. 


When the stomach is elevated into the 
upper thorax or cervical region, there is an 
inevitable loss of the normal sphincter mecha- 
nism of the cardia. A significant number 
of such procedures will be followed ultimately 
by reflux esophagitis, bleeding, ulceration 
and stricture formation. Poor motility and 
slow emptying time of the stomach after vagot- 
omy lead to a restricted intake, often with 
failure of the patient to regain normal weight. 
In occasional instances atrophy or scarring 
of the stomach may limit elevation of this 
organ. In infants and in elderly patients with 
a high intrathoracic stomach the danger of 
aspiration pneumonia constitutes a grave 
hazard. 


In our hands the use of polyethylene plastic 
tubes introduced by Berman®® has too often 


a 


106 SOUTHERN MEDICAL JOURNAL 


been followed by the development of fistulas. 
Whereas this method may offer a means of 
palliating malignant disease of the esophagus, 
its use in the treatment of benign lesions 
does not seem justified at this time. Further- 
more, rigid tubes do not allow enlargement 
of the lumen with growth of the child. 

Esophagojejunostomy and esophagocologas- 
trostomy are old technics and have been used 
successfully in the antethoracic position by 
a number of surgeons. However, prior to the 
era of antibiotic therapy, complications and 
complete failures due to infection and gan- 
grene were frequent. With means available 
for the prevention of infection there is a 
need for reappraisal of these technics. 


The concept of using a jejunal tube sub- 
cutaneously was apparently conceived by Wull- 
stein** in 1904, first carried out by Roux*® in 
1907 and modified by Herzen,!* Lexer,?! and 
Blauel.S In 1934 Ochsner and Owens?" re- 
viewed 136 esophagoplasties involving the 
jejunum. The high mortality and frequency 
of fistula led them to favor the colon as an 
esophageal substitute. However, in 1943 the 
encouraging large experience of Yudin* re- 
vived interest in antethoracic esophagojejunos- 
tomy. In 1946 Rienhoff%? presented success- 
ful cases of both transthoracic and retrosternal 
esophagojejunogastrostomy, and Harrison! 
later helped to popularize the transthoracic 
jejunal substitution. In 1950 Robertson and 
Sarjeant** clarified the use of the retrosternal, 
extrapleural route apparently first utilized 
by Rienhoff.3? Since this presentation, the 
jejunal esophagoplasty has had increasing 
application in benign strictures, congenital 
esophageal lesions and neoplastic disease of 
the esophagus.? 15 20 22 25 40 


The use of various portions of the colon 
in esophagoplasty has had a parallel develop- 
ment. Proposed by Vuillet*? in 1911 the use 
of the transverse colon iso- and antiperistaltic 
was attempted promptly by Kelling’? and 
von Hacker.*? The right and ascending colon 
was employed by Roith® in 1923. Rudolph,** 
reporting a successful esophagocologastros- 
tomy with the right colon, closed the distal 
esophageal stump and allowed it to retract 
into the mediastinum with no apparent con- 
sequences. In the late nineteen forties con- 
siderable interest in the use of the colon, 
particularly the right colon, is reflected in 
numerous articles, particularly by the 
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French.?9 23 28 29 37 41 Christophe® in 1950 per- 
formed an esophagocologastrostomy utilizing 
the transverse and descending colon isoperis- 
taltic and based on the left colic artery. 
Various modifications of the colon esophago- 
plasty antethoracic, intrathoracic, and retro- 
sternal have been recently reported with in- 
creasing favor.’ 11 18 24 33 


Since benign obstructive esophageal lesions 
requiring surgical treatment are relatively un- 
common, evaluation of these methods in one 
center is necessarily slow. We, therefore, feel 
it is desirable to record a limited experience 
from which certain observations have been 
made. Our paper is concerned chiefly with 
the treatment of extensive lye strictures of 
the esophagus which have failed to respond 
to dilatation or have not seemed amenable 
to this form of therapy. Surgical treatment 
has been adopted only after abandonment 
of dilatation or after recommendation 
by the endoscopy service. We have em- 
ployed esophagojejunostomy in three cases 
and esophagocologastrostomy in two cases of 
high lye stricture utilizing the anterior medias- 
tinal route popularized by Robertson.** With 
certain modifications these technics seem ap- 
plicable to some cases of congenital esopha- 
geal atresia, perhaps to mega-esophagus and 
to other types of benign disease of the esopha- 
gus. We have also gained considerable ex- 
perience with these methods in the attempted 
palliation of malignant disease of the 
esophagus. 


Certain general features of importance in 
assuring the success of such bowel transplants 
should be noted: (1) preoperative steriliza- 
tion of the bowel and intensive postoperative 
antibiotic therapy, (2) the maintenance of 
a normal blood volume during and after the 
operative procedure to minimize vasoconstric- 
tion and to assure maximum collateral circu- 
lation, (3) the avoidance of trauma, tension 
and torsion on the bowel transplant and its 
vascular arcade, (4) attention to anatomic 
variations in the distribution of mesenteric 
vessels and the employment of temporary 
compression of critical vessels before division. 


Technic of Esophagojejunostomy 


A laparotomy is done and the jejunum 
inspected to determine the feasibility of de- 
veloping a Roux-Y limb. The use of the 
anterior mediastinal route to the neck simpli- 
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fies the procedure, eliminates a formal thor- 
acotomy, and allows a good cosmetic result. 
Furthermore, this represents the shortest route 
to the neck. We have not noted any inter- 
ference with cardiac action. The mediastinal 
tunnel is fashioned at an early stage in the 
operative procedure so that the jejunal limb, 
when mobilized later, may be immediately 
transplanted. This avoids prolonged exposure 
of the jejunal limb and unnecessary trauma 
to it. An incision, preferably transverse for 
cosmetic reasons, is then made either on the 
left or the right side of the neck. An anterior 
mediastinal tunnel is developed by blunt 
dissection with the fingers and hand through 
the laparotomy incision and with the fingers 
of the other hand through the cervical in- 
cision. When the xiphoid process is large it 
should be excised. Partial avulsion of the 
strap muscles from the sternum is necessary 
to create sufficient opening through the 
mediastinum. A pneumothorax may occur 
during the mediastinal dissection, so the sur- 
geon should be prepared at any time to insert 
an intercostal catheter into either pleural 
cavity through an anterior interspace. A port- 
able roentgenogram of the chest to detect any 
previously unrecognized pneumothorax is al- 
ways made before the patient leaves the 
operating room. 


The mesentery is then deperitonealized out 
to the vascular arcade after infiltrating the 
mesentery with procaine; and the first, second 
and third jejunal vessels are divided near 
the marginal arcade or near the secondary 
arcades if the latter are to be preserved at 
any point. The limiting factor in obtaining 
length from the jejunum is not the bowel 
itself but the bowstringing marginal vascular 
arcades. Maximum length will be obtained 
only by removal of all lymphatic and nerve 
tissue accompanying the vessels and by re- 
moval of the peritoneal surfaces as far as 
the bowel. However, if the peritoneal surface 
can be left on the radial vessels, protection 
is afforded against over-stretching of these 
delicate vessels. The jejunum is divided 6 
to 8 cm. distal to the ligament of Treitz 
and an end to side jejunojejunostomy formed. 
The proximal end of the jejunal limb is 
closed and the jejunal limb elevated through 
the transverse mesocolon and gastrocolic liga- 
ment into the anterior mediastinal tunnel 
in an isoperistaltic direction. Extreme care 
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must be exercised to avoid any tension on 
the vascular arcade and to prevent torsion 
of the bowel as it is drawn through the 
mediastinum. A gastrostomy, if not already 
present, is created for postoperative decom- 
pression and feeding. This opening is placed 
somewhat proximal on the stomach in order 
to leave a sufficient area for transplantation 
of the distal end of the jejunal limb into 
the stomach if this should become necessary. 


Rarely will the condition of the oral end 
of the jejunal limb permit a primary esophago- 
jejunostomy. Even if the blood supply ap- 
pears adequate, edema of the wall makes a 
primary anastomosis hazardous. A second 
stage esophagojejunostomy seven to 21 days 
after the first stage offers much greater safety. 
At this time the cervical esophagus is mobi- 
lized and divided above the stricture. The 
distal end is closed and allowed to retract 
into the upper posterior mediastinum. The 
anastomosis should be made with normal 
esophagus, if necessary with the pharynx, by 
transection above diseased tissue. Because of 
periesophagitis there may be unusual diffi- 
culty in exposing the recurrent nerve. The 
inferior thyroid artery and middle thyroid 
vein are divided to permit rotation of the 
thyroid and trachea forward, a maneuver 
which permits liberation of the esophagus 
with minimal danger to the recurrent nerve. 

Undoubtedly much of the difficulty ex- 
perienced with loss of viability in the oral 
end is a result of implanting the jejunum in 
the neck at the first stage. Excessive tension 
is produced on the marginal arcade as it is 
drawn through the thoracic inlet with vaso- 
spasm and thrombosis leading to necrosis in 
the upper 4 to 6 inches of bowel. It is safer 
to leave the oral end in the superior medias- 
tinum at the suprasternal notch. At a sec- 
ond stage, either through the cervical in- 
cision or through a separate thoracotomy 
incision the vascular arcade is divided, thus 
freeing up a considerable length by straight- 
ening out the redundant jejunum. At this 
time intramural collateral blood supply is 
developed with an entirely adequate circu- 
lation to the oral end. 


Technic of Esophagocologastrostomy 


A laparotomy is done and the mesenteric 
vessels of the left transverse and descending 
colon inspected to determine the feasibility 
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of basing a colon tube on the left colic artery. 
We are cognizant of the possibility of using 
the terminal ileum, ascending and transverse 
colon based on the right branch of the middle 
colic artery and right colic artery, and fur- 
ther experiences may prove the desirability 
of using this segment of the large bowel. 

The anterior mediastinum is tunneled be- 
fore mobilization of the bowel for reasons 
stated in the previous section. 

The left transverse and descending colon 
is mobilized after division of the gastrocolic 
omentum and lateral peritoneal reflection. 
The colon is divided distally several inches 
below the point at which the left colic artery 
joins the marginal arcade. The colon is tran- 
sected proximally just to the right of the 
point at which the left branch of the middle 
colic artery joins the bowel. Additional 
length from the transverse colon may be 
gained by division of the middle colic artery 
at its origin if preliminary compression of 
this vessel indicates an adequate pulsatile 
flow in the marginal arcade of the right trans- 
verse colon. 

After closure of its proximal end, the colon 
tube together with its supporting left colic 
artery is passed behind the stomach through 
the gastrohepatic ligament and into the 
mediastinal tunnel. At this point it is advis- 
able to inspect the junction of the sigmoid 
and left colic veins with the inferior mesen- 
teric vein to ascertain whether elevation of 
the colon with the left colic vessels has 
produced tenting and partial obstruction of 
the sigmoid vein. The distal end of the colon 
tube is anastomosed to the anterior stomach 
wall in the antrum. This distal location is 
adopted in order to minimize the acidity to 
which the colonic mucosa is exposed. If 
necessary a small segment of the colon may 
be resected to eliminate any redundancy at 
its distal end. A colocolostomy is performed 
between the right transverse colon and the 
lower descending colon and the mesocolon 
reconstructed. A Stamm gastrostomy permits 
postoperative decompression and subsequent 
feeding. In contrast to the jejunal tubes the 
blood supply to the upper end of the colon 
tubes appears quite adequate and edema in 
the wall minimal, and it is tempting to com- 
plete the esophagocolostomy in one stage. In 
the interest of shortening an otherwise lengthy 
operative procedure and minimizing fistula 
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formation at the anastomotic site it seems 
advisable to implant the colon in the neck 
at the first operation and mobilize the esopha- 
gus and complete the anastomosis 7 to 10 
days later. 


Case Reports 


Case 1. H. P., age 16 years. A young colored fe- 
male with suicidal intent suffered a lye burn which 
was complicated by mediastinitis and the subsequent 
formation of a tracheoesophageal fistula. A jejunos- 
tomy was performed for feeding purposes. A tracheo- 
esophageal fistula was first recognized when the 
string swallowed for dilatation passed into the trachea. 
A thoracotomy was done and after considerable diffi- 
culty because of mediastinal scarring a two centimeter 
fistula between the left main stem bronchus and the 
esophagus was closed. After a preliminary stage at 
which alternate mesenteric arteries were ligated, a 
jejunal tube was elevated through an anterior medias- 
tinal tunnel into the neck, but a primary anastomosis 
was not made. Subsequent drainage was required. 
We first saw this girl one year after her original 
operative procedures. Barium studies accomplished by 
retrograde filling through the jejunostomy indicated 
that the jejunal limb had sloughed halfway down 
the mediastinal tunnel (Fig. 1). At this time the 
patient was unable to swallow her saliva and all 
feedings were given by jejunostomy. There was bron- 
choscopic evidence of three small bronchoesophageal 
fistulas. Pharyngoscopy revealed marked scarring and 
shortening of the hypopharynx and in fact the esopha- 
geal orifice could not be identified. 


By simultaneous laparotomy, left anterior thoracot- 
omy through the fourth interspace and cervical in- 


FIG. 1 


FIG. 2 


Fig. 1, Case 1, 1951. Retrograde filling of jejunal tube demon- 
strating extent to which cervical and intrathoracic portion 
sloughed after initial jejunal transplantation. 


Fig. 2, Case 1, 1953. Twenty months after esophageal recon- 
struction (pharyngojejunostomy). 
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cision it was possible to mobilize an additional length 
of jejunum, the upper six inches of which depended 
on collateral intramural blood supply and to elevate 
this high into the neck. Anastomosis with the pharynx 
was performed five weeks later. The strictured esopha- 
gus was exteriorized as a mucus fistula but subse- 
quently this sinus tract closed. 

The patient gained 60 pounds in weight. She now 
eats a normal diet with all solids included and three 
meals daily without any digestive symptoms (Fig. 2). 

Summary of history: 

1. Dec. 1949: 

a. Lye burn. 
b. Esophageal obstruction. 
c. Tracheoesophageal fistula. 

2. Jan. 4, 1950: Jejunostomy. 

May 9, 1950: Left exploratory thoracotomy; 
attempted closure of tracheoesophageal fistula. 

4. June 21, 1950: Laparotomy; ligation of jejunal 

arteries. 


cr 


Aug. 31, 1950: Laparotomy; Roux-Y jejunal 
limb through anterior mediastinum implanted 
into neck. 

6. Oct. 11, 1950: Exploration of cervical wound. 
Jejunum necrotic. Drainage. 

Sept. 9, 1951: 

a. Laparotomy; thoracotomy; cervical incision. 
b. Mobilization of jejenum from anterior 
mediastinum, 

c. Implantation of jejunum into neck. 


8. Oct. 16, 1951: Pharyngojejunostomy. 


This case illustrates the inadequacy of pre- 
liminary ligation of mesenteric jejunal ar- 
teries in protecting against loss of viability. 
Our observations regarding the role of collat- 
eral intramural blood supply were impor- 
tant in the management of subsequent cases. 


Case 2. F. J., age 19 years. A white female with a 
lye stricture in the cervical region was seen one year 
after a lye burn suffered during a suicidal attempt. 
She had had two previous single dilatations in dif- 
ferent cities. Temporary relief had been followed 
by recurrence of complete esophageal obstruction. 
Further attempts at esophageal dilatation were un- 
successful and were abandoned because of the pa- 
tient’s inability to swallow a string and because of her 
unwillingness to cooperate in any planned course of 
dilatations. Studies with opaque media showed the 
stricture beginning sharply at the second thoracic 
vertebra (Fig. 3). 

The first stage of an esophagojejunostomy was per- 
formed with implantation of the jejunum in the 
neck. Three mesenteric arteries were divided. The 
cervical portion of the jejunal limb became com- 
pletely atrophic and scarred, presumably due to 
inadequate blood supply. At a subsequent anterior 
thoracotomy the marginal vascular arcade was di- 
vided and an additional six inches of jejunum 
mobilized, thereby permitting anastomosis in the 
cervical region. Transection through the esophagus 
was probably not high enough since there was evi- 
dence of submucosal scarring at the level of division 
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(Fig. 4). Traction on the right recurrent nerve led 
to a vocal cord paralysis. 

A postoperative stricture developed at the anasto- 
motic site and during the first postoperative year 
became complete. Possible factors in the genesis of 
this secondary stricture were: inadequate resection of 
the lye stricture, tendency of patient to extreme keloid 
scar formation as observed in skin incisions, inade- 
quate jejunal blood supply, and persistent efforts 
at dilatation. At still another thoracotomy an addi- 
tional length of jejunum was mobilized by further 
division of vascular arcade sufficient to elevate an- 
other six inches of jejunum and perform a reanasto- 
mosis at a higher levei. The immediate postoperative 
course was satisfactory, but unfortunately the patient 
cannot be traced and the ultimate results are not 
known. 


Summary of history: 

1. 1951: Lye burn. 

2. Aug. 20, 1952: Laparotomy; Roux-Y jejunal 
limb elevated through anterior mediastinum 
into neck; gastrostomy. 

3. Sept. 2, 1952: Exploration of neck; blood sup- 
ply of jejunum inadequate. 

4. Oct. 15, 1952: Reexploration of cervical wound; 

jejunum atrophic. 

Oct. 24, 1952: 

a. Right anterior thoracotomy; remobilization 
of jejunal limb; division of vascular arcade. 

b. Cervical esophagojejunostomy. 

c. Partial esophagectomy (cervical). 

6. Sept. 16, 1953: Gastrostomy. 

Sept. 29, 1953: 

a. Laporotomy; thoracotomy; cervical incision. 

b. Resection of secondary stricture; division of 


~J 


FIG. 3 


FIG. 4 


Fig. 3, Case 2, 1951. High stricture one year after burn. 


Fig. 4, Case 2, 1951. Three weeks after completion of cervical 
csophagojejunostomy with some residual stricture probably due 
to incomplete removal initially. 
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vascular arcade; remobilization of jejunal 
limb. 
c. Cervical esophagojejunostomy. 


The atrophy of the cervical jejunum which 
occurred suggested the desirability of leaving 
the bowel in the superior mediastinum at 
the first stage under minimal tension. The 
recurrence of a stricture emphasized the ad- 
visability of complete removal of all diseased 
esophagus even if an anastomosis with the 
pharynx thereby became necessary. 


Case 3. W. R., age 11 years. As a result of a lye 
burn at age 15 months a colored girl developed a 
complete and extensive stricture beginning in the 
cervical region (Fig. 5). She was fed by gastrostomy 
for Il years. Several previous hospital admissions 
were recorded for respiratory infections, malnutrition 
and for complete dental extraction. A two-stage 
esophagojejunostomy was performed in 1953 implant- 
ing the upper end of the jejunum in the superior 
mediastinum at the first stage. Sixteen days later the 
jejunum was mobilized from the superior mediastinum 
by dividing the vascular arcade and anastomosed to 
the cervical esophagus above the stricture (Fig. 6). 

Several weeks after discharge from the hospital the 
child developed a duodenal peptic ulcer manifested 
by upper abdominal and lower chest pain precipitated 
by oral feedings. The ulcer was proved by barium 
studies made through the gastrostomy tube. The ulcer 
now seems to have healed following treatment with 
Amphojel instilled through the gastrostomy tube. 
Otherwise, a normal diet is taken by the oral route. 
Thus far weight gain has not been completely satis- 
factory and the lower end of the jejunal limb may be 
implanted into the stomach. 


Summary of history: 

1. May, 1942: Swallowed lye. Age 15 months. 

2. Aug., 1942: 
obstruction. 


Gastrostomy; complete esophageal 


FIG. 5 


FIG. 6 


Fig. 5, Case 3, 1953. Complete stricture in cervical ya 
1 


Distal extent of stricture demonstrated by retrograde filling to 
be six inches above cardia. 


Fig. 6, Case 3, 1954. One year after completion of cervical 
esophagojejunostomy. 
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3. Feb. 11, 1953: Age 11. Laparotomy; Roux-Y 
jejunal limb implanted in superior medias- 
tinum. 

4. Feb. 27, 1953: Division of vascular arcade; cer- 
vical esophagojejunostomy. 


Although technically very satisfactory, the 
result in this patient emphasizes the possible 
peptic complications which may necessitate 
further surgery. 


Case 4. O. O., age 18 months. This colored male 
infant was admitted two weeks after a lye burn with 
evidence of early esophageal stricture in the high 
intrathoracic region (Fig. 7). A gastrostomy was per- 
formed. A string could not be passed for dilatation. 
At one time because of loss of salivary secretions the 
serum potassium dropped to 2.1 milliequivalents. 
The stricture progressed and at the time of surgery 
was complete in the cervical region. 

Three months after the lye burn a cologastrostomy 
through the anterior mediastinum was _ performed 
with implantation of the proximal end of the colon 
tube in the neck. The colon tube was comprised of 
transverse and descending colon supplied by the left 
colic artery. The middle colic artery was sacrificed 
after ascertaining the adequacy of the collateral ar- 
cades. Eight days after the first stage cervical esopha- 
gocolostomy was completed (Fig. 8). 

At the last followup the child was eating in a 
normal fashion and gaining weight. 

Summary of history: 

1. June 28, 1953: Lye burn. 

2. July 16, 1953: Gastrostomy. 

3. Oct. 13, 1953: First-stage esophagocologastros- 


tomy. 
4. Oct. 21, 1953: Second-stage esophagocologastros- 
tomy. 
FIG. 7 FIG. 8 


Fig. 7, Case 4, 1953. Early stricture which later became com- 
plete in cervical region. 


Fig. 8, Case 4, 1954. Three months after completion of 
esophagocologastrostomy; note position of colon on stomach. 
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Case 5. B. J., age 16 months. This colored female 
infant developed a lye stricture several weeks after 
suffering a lye burn (Fig. 9). A gastrostomy was done 
for feeding purposes and subsequently several esopha- 
geal dilatations were carried out. Several months 
later she had developed an additional stricture in 
the upper thoracic esophagus which was extremely 
tight. Attempts at dilatation were unsuccessful since 
the child could not swallow a thread. 

Approximately nine months after the lye burn an 
esophagocologastrostomy was performed in one stage 
using the left transverse and descending colon sup- 
ported by the left colic artery (Fig. 10). Because of 
respiratory difficulty a temporary tracheotomy was 
performed on the following day. The respiratory 
problem resulted from a_ previously unrecognized 
pneumothorax, left upper lobe atelectasis, and a left 
cord paralysis which was believed to be temporary. 
The respiratory difficulty cleared promptly. 

Since discharge from the hospital the patient has 
been eating in a normal fashion. 


Summary of history: 
1. Sept., 1953: Lye burn. 
2. Oct. 5, 1953: Gastrostomy. 


3. May 24, 1954: One-stage esophagocologastros- 
tomy. 


Discussion 


As can be readily ascertained from our 
experiences with the above cases our present 
concepts regarding the best surgical methods 
for managing extensive or high lye strictures 
have evolved gradually, and only after in- 
numerable difficulties. Employing our present 
technics we believe that either esophagoje- 
FIG. 9 FIG. 10 


Fig. 9, Case 5, 1953. Early esophageal stricture which later 
became increasingly tight and extended into cervical region. 


Fig. 10, Case 5, 1954. Three weeks following one-stage 
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junostomy or esophagocologastrostomy pro- 
vides a relatively safe procedure for recon- 
structing the esophageal pathway. By em- 
ploying the left transverse and descending 
colon supported by the left colic artery, in 
one case dividing the main middle colic also, 
we have gained adequate length for eleva- 
tion well into the cervical region. As yet we 
have had no experience transplanting the 
right colon and terminal ileum. However, it 
is suggested that an even greater length of 
intestine may be mobilized by the latter tech- 
nic, and that some theoretical advantage may 
accrue from incorporation of the ileocecal 
valve in the transplanted segment. Further- 
more, the terminal ileum offers a tube more 
nearly equal in size to the esophagus and 
therefore more suitable for end to end anasto- 
mosis. Regardless of what segment of the 
intestine is utilized there now exists little 
disagreement among surgeons that the trans- 
plant should be placed in an isoperistaltic 
direction. If this is not done regurgitation 
and vomiting may result. 


Our experiences have led us to appreciate 
the hazards of elevating a limb of jejunum 
high into the neck at one stage. It is doubtful 
if preliminary ligation of several consecutive 
or alternate mesenteric arteries will ade- 
quately protect against loss of viability in the 
cervical portion of the transplanted jejunum. 
Furthermore, if a preliminary laparotomy 
is done, difficulties may be encountered at 
the second stage due to adhesions or indura- 
tion in a fatty mesentery. We have intro- 
duced a plan which we believe to be extremely 
valuable in safeguarding against loss of 
viability in the oral end of the jejunal trans- 
plant. At the first stage the jejunum is im- 
planted into the anterior mediastinum and 
the oral end allowed to rest in the superior 
mediastinum at the suprasternal notch. At 
the second stage either through the cervical 
incision or through a separate anterior thora- 
cotomy incision the vascular arcade is divided 
in one or more places and the upper 6 to 
8 inches of jejunum drawn out. This pro- 
vides sufficient length for elevation high 
into the cervical region. Leven and Varco?® 
and Potts'® have recently alluded to the 
possibility of gaining additional length from 
the jejunum at a second stage. In one case, 
after the cervical portion of the jejunal trans- 
plant had sloughed, Potts split the sternum 
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at a subsequent stage and remobilized the 
jejunum from the anterior mediastinum. 

In Cases 4 and 5 we observed proximal 
progression of strictures which initially were 
confined to more distal sites. Therefore, when 
surgical treatment is contemplated, a suffi- 
cient interval should be allowed to elapse 
after the acute burn until the ultimate extent 
of the stricture has become apparent. 

In patients previously unable to swallow 
even their saliva, we have observed some 
temporary postoperative difficulty in regain- 
ing the swallowing reflex. Because of this 
one should initiate postoperative oral feed- 
ings very gradually lest aspiration complica- 
tions develop. 

Several problems remain unanswered. We 
are undecided regarding the desirability of 
bypassing the stomach. The adult seems to 
tolerate this situation well, and this has been 
true of our two adult cases in both of whom 
esophagojejunostomy was performed. Allison? 
suggests the need for continued antianemic 
therapy to prevent the onset of anemia in 
these patients. If peptic complications 
develop in the by-passed stomach or duo- 
denum one has the choice of transferring 
the lower end of the jejunal limb to 
the stomach, of doing a vagotomy with 
pyloroplasty, a partial gastric resection, or 
perhaps a combination of these various pro- 
cedures. However, in making a selection, the 
possible deleterious effects of vagotomy on 
the growing child should not be overlooked, 
a further argument against the use of esopha- 
gogastrostomy at any stage in the treatment 
of lye strictures in the child. Rienhoff? men- 
tioned one case in which serious hemorrhage 
from gastric and duodenal ulcers occurred 
in a by-passed stomach. Case 3 reported here 
illustrates another instance of peptic ulcera- 
tion. In this case we have delayed transferring 
the jejunum to the stomach since the peptic 
symptoms are easily controlled by instilling 
Amphojel and milk through the gastrostomy 
tube. 


In the child implantation of the jejunum 
into the stomach will generally be required 
for nutritional reasons and may be performed 
at the initial stage or as a final stage. Leven 
and Varco?® emphasized the importance of 
incorporating the stomach directly in the 
alimentary pathway and cited several’ exam- 
ples of inadequate development and poor 
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nutritional status in children in whom the 
stomach was by-passed. The incidence of 
jejunal ulceration following jejunogastric 
anastomosis is difficult to ascertain from the 
literature, although Yudin*® mentions this as 
a real hazard. Ravitch®® also calls attention 
to such cases. Experimental and clinical ob- 
servations recorded in the literature do not 
permit evaluation of the relative resistance 
of the jejunum or colon exposed to gastric 
juices. There is slight evidence’? 26 31 3% to 
suggest a greater resistance of the colon and 
for this reason, when it seems advisable not 
to by-pass the stomach, as in the infant or 
child, we have preferred an esophagocologas- 
trostomy. When the jejunum or colon is 
implanted into the stomach the anastomosis 
is made in the antrum of the stomach 
because of the absence of acid-producing 
glands in this region. 

Theoretically, it would seem desirable to 
excise the diseased and strictured esophagus. 
Practically, this has not proved necessary. 
Under normal conditions mucous secreting 
glands occur with relative infrequency in 
the esophagus and many of these are de- 
stroyed by the lye burn. A mucocele has not 
developed in the obstructed segment in our 
experience or that of others.3* 


Perhaps a more valid indication for 
esophagectomy relates to a possible increased 
incidence of carcinoma of the esophagus de- 
veloping at the site of a lye stricture. Bigger 
and Vinson? and Benedict* have reported 
several cases of malignant disease of the 
esophagus occurring in patients with a defi- 
nite history of lye burn. Much additional 
statistical information will be required to 
clarify a cause and effect relationship. How- 
ever, with the diseased esophagus by-passed 
and at rest we may speculate that any such 
etiologic relationship might no longer obtain. 


At this time surgical indications in the 
treatment of lye strictures remain incom- 
pletely defined and this situation will exist 
until present or future technics of esophageal 
reconstruction have demonstrated their safety 
and reliability in the long term result. If this 
goal is realized we are confident that physi- 
cians will no longer prefer to subject patients 
to protracted courses of frequent dilatations 
over months or years, with the ultimate result 
often in doubt, and accompanied by the not 
insignificant risk of the bougie. 
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Summary 


(1) The role of intestinal transplants in 


the treatment of esophageal lesions is dis- 
cussed. 


(2) Technics of performing both esophago- 


jejunostomy and esophagocologastrostomy are 
presented in some detail. 


(3) By employing a second stage and di- 


viding the vascular arcade of the jejunal 
transplant advantage is taken of the colla- 
teral intramural blood supply and additional 
length of bowel gained. This method avoids 
excessive risks taken at the first stage to 
bridge a wide gap with frequent loss of bowel 
viability. 


(4) Five cases of extensive or high lye 


stricture treated with these technics are re- 
corded. There has been no mortality in this 
series. 


Bibliography 
Allison, P. R.: Personal Communication. 
Allison, P. R., and da Silva, L. T.: The Roux Loop, 
Brit. J. Surg. 41:173, 1953. 
Battersby, J. S.: Esophageal Replacement by Use of the 
Right Colon, A One-Stage Thoracoabdominal Procedure, 
Surg. Forum, 39th Congress, 4:279, 1953. 
Benedict, E. B.: Carcinoma of the Esophagus Developing 
in Benign Stricture, New England J. Med. 224:408, 1941. 
Berman, E. F.: The Experimental Replacement of Por- 
tions of the Esophagus by a Plastic Tube, Ann. Surg. 
135:337, 1952. 
Berman, E. F.: A Plastic Prosthesis for Resected Esopha- 
gus, A.M.A. Arch. Surg. 65:916, 1952. 
Bigger, I. A., and Vinson, P. P.: Carcinoma Secondary 
to Burn of the Esophagus from Ingestion of Lye, Surgery 
28:887, 1950. 
Blauel: Zur totalen Oesophagoplastic, Beitr. z. klin. Chir. 
104:46, 16 
Christophe, L.: Fistule oesophagienne dans un pneumo- 
thorax extrapleural droit; oesophagoplastie souscutanee aux 
depens du colon transverse, Acta Chir. Belgica 50:127, 


1951. 
Dragstedt, L. R., and Vaughan, A. M.: 
Studies, Arch. Surg. 8:791, 24. 

Fry, W.: The Evolution of Esophagoplasty, Texas Re- 
ports on Biol. & Med. 11:236, 1953. 

Godard, H.: L’oesophagoplastie prethoracique a l'aide du 
colon droit, Presse Med. 59:314, 51. 

Harrison, A. W.: Transthoracic Small Bowel Substitution 
in High Stricture of the Esophagus, J. Thoracic Surg. 
18:316, 1949. 

Herzen, P.: Eine Modification der Rous-schen Oesophago- 
jejuno-gastrostomie, Zentralbl. f. Chir. 35:219, 08. 
Hollinger, P. H., Johnston, K. C., Potts, W. J., and 
da Cunha, F.: The Conservative and Surgical Manage- 
ment of Benign Strictures of the Esophagus, J. Thoracic 
Surg. 28:345, 1954 

Ivy, A. C., Grossman, M. and Bachrach, W. H.: 
Peptic Ulcer, p. 98. Philadelphia. The Blakiston, Co., 
1950. 


Gastric Ulcer 


Kelling, G.: 


Oesophagoplastik Mit Hilfe des Ouerkolon, 
Zentralbl. 1911. 


f. Chir. 38:1209, 


ESOPHAGEAL RECONSTRUCTION—Bosher et al. 


19. 


20. 


33. 


34. 


35. 


36. 


37. 
38. 
39. 


40. 


41. 


42. 


113 


Kergin, F. G.: Esophageal Obstruction Due to Paraffinoma 
of the Mediastinum, Ann. Surg. 137:91, 1953. 


Lafarque, P., Dufour, R., Cabanie, H., and Chavannaz, 
Oesophagoplastie prethoracique a l'aide du _ colon 
droit et d'ileon terminale, Mem. de l'Acad. de Chir. 


(Paris) 77:362, 1951. 

Leven, N. L., and Varco, R. L.: Experiences with the 
Operative Management of Delayed Restoration of Alimen- 
tary Continuity, J. Thoracic Surg. 25:16, 1953. 

Lexer, E.: Oesophagoplastik, Deutsche Med. Wehnschr. 
58:1548, 1911. 

Longmire, W. P., Jr.: Antethoracic Jejunal Transplanta- 
tion for Congenital Esophageal Atresia with Hypoplasia 
of the Lower Esophageal Segment, Surg., Gyn. & Obst. 
93:310, 1951. 

Magnant, J. S.: propos 
thoraciques avec le colon droit, 
Chir. 77:560, 1951. 

Mahoney, E., and Sherman, C. D.: Total Esophagoplasty 
Using Intrathoracic Right Colon, Surg. $5:937, 1954. 
Miller, J. M., Ginsberg, M., and Scarborough, C. P.: 
Successful Construction of ‘an Artificial Antethoracic 
Esophagus, J. Thoracic Surg. 25:107, 1953. 
Moroney, J.: Colonic Replacement of 
Lancet 260:993, 1951. 

Ochsner, A., and Owens, A.: Antethoracic Esophagoplasty 
for Impermeable Stricture of the Esophagus, Ann. Surg. 
100:1055, 1934. 


des oesophagoplasties pre- 
Mem. de l'Academie de 


the Stomach, 


Orsoni, P., and LeMaire, M.: Technique des oesophago- 
plasties par le colon transverse et descendant, J. Chir. 
67:491, 1951. 

. Orsoni, P., and Toupet, A.: Utilisation du colon de- 


scendant et de la partie gauche du colon transverse pour 
l'‘oesophagoplastie pre-thoracique, Presse Med. 58:804, 1950. 
Ravitch, M.: Discussion of Hollinger, P. H., Johnston, 
K. C., Potts, W. J., and da Cunha, F.: J. Thoracic Surg. 
28:345, 1954. 

Reerink, H.: Experimente uber Transplantationen am 
Magen, Beitr. z. Path. Anat. 28:524, 00. 

Reinhoff, W. F., Jr.: Intrathoracic Esophagojejunostomy 
for Lesions of the Upper Third of the Esophagus, South. 
M. J. 39:928, 1946. 

Robertson, C. W., Howe, C. W., and Southwick, R. H.: 
The Use of the Colon to Replace the Lower Esophagus 
in Man: Report of a Case Three and a Half Years After 
Operation, Surg. Forum, 38th Congress, 3:66, 1953. 
Robertson, R., and Sarjeant, T. R.: Reconstruction of 
Esophagus, J. Thoracic Surg. 20:689, 1950. 

Roith, A.: Die Einzeitige Ante-thorakale Oesophagoplastik 


dem Dickdarm, Deutsche Zlschr. f. Chir. 183:419, 
Roux, C.:  L’oesophago-jejuno-gastrostomose, Nouvelle 
Operation pour Retrecissement Infranchissable de 
l'‘oesophage, Semaine Med. 27:37, 1907. 

Rudler, J. C Enquete Chirugicale, Rev. de Chir. 
29:193, 1951. 


Rudolph, A.: Totale Oesophagoplastik aus dem _ Dick- 
darm, Beitr. z. klin. Chir. 147:53, 1929. 
Sherman, C. D.: Discussion of Sivak, H. D., Clatworthy, 
. H., and Elliott, D. W.: An Evaluation of Jejunal 
and Colic Transplants in Experimental Esophagitis, Sur- 
gery 36:399, 4. 
Shumacker, H. B., Jr., and Battersby, T. S.: The Prob- 
lem of Esophageal Replacement by Jejunum with Particu- 
lar Reference to Influence upon Circulation of Staging 
Division of Mesenteric Vessels, Ann. Surg. 133:463, 1951. 
Villar, J., and Chavannaz, J.: L’oesophagoplastie pre- 
thoracique a l'aide du colon droit et de l'ileon terminale, 
Mem. Acad. Chir. 78:609, 1952. 
Von Hacker, V.: Uber Ocsophagoplastik in Allge und 
uber den Ersatz der Speiserohre Durch Antethorakale 
Haut-Dickdarm-schlauchbildung in Besonderen, Arch. 
klin. Chir. 105:973, 1914. 
Vuillet, H.: De L’oesophagoplastie et des diverses modifi- 
cations, Semaine Med. 31:529, Il. 
Wullstein, L.: Uber Antethorakale Oesophagojejunostonie 
und Operationen Nach Gleichen Prinzip, Deutsche Med. 
Wcehnschr. 30:734, 1904. 
Yudin, S. S.: The Surgical Construction of Eighty Cases 
& Obst. 78:561, 1944. 


of Artificial Esophagus, Surg., Gyn. 


|| 
= 
po 23. 
24. 
25. 
26. 
27. 
30. 
$1. 
1. 
$2. 
3. 
|__| 
4, 
5. 
6. 
8. 
10. 
11. = 
12. 
13. 
14. 
15. 
43. 
16. 44. 


114 


FEBRUARY 1955 


Resection of the Head and Neck of the 


Femur for Certain Insoluble Hip Problems* 


EUGENE M. REGEN, M.D., J. WILLIAM HILLMAN, M.D., and 
JOSEPH A. CONROY, M.D.,+ Nashville, Tenn. 


It is possible to obtain a satisfactory functional result in certain instances 
of crippling hip joint disease in which reconstructive measures cannot be 
considered, merely by resection of the femoral head and neck. 


Ir Is THE PURPOSE of this paper to focus at- 
tention upon resection of the head and neck 
of the femur as a salvage procedure, useful 
in obtaining hip function in certain disorders 
in which other reconstructive procedures are 
not feasible. The situations to be discussed 
include suppurative disease, rheumatoid anky- 
losis, advanced osteoarthritis, and painful 
nonunions of fractures of the femoral neck 
in the poor risk patient. 

White! (1770) reported the treatment of 
a case of hip joint tuberculosis by resection 
of the head and neck of the femur. This is 
the earliest reference to functional restoration 
of the diseased hip joint by surgery. By 1861, 
Fock? was able to report 90 patients with 
hip joint tuberculosis in whom this form of 
excision was utilized. Girdlestone’ re-examined 
this method of treatment during the first half 
of this century, not only for tuberculosis, but 
also for osteoarthritis and rheumatoid hip 
disease. Taylor* (1950) studied 93 of Girdle- 
stone’s patients who had undergone resection 
of the head and neck of the femur. The in- 
dications for the procedure were either osteo- 
arthritis or Marie-Strumpell arthritis. Taylor 
concluded that this operation was the pre- 
ferred procedure in both of these conditions. 
In this country, however, resection of the 
femoral head and neck has seldom been the 
subject of discussion in recent years, due in 
part to the attention which has been given 
to procedures designed to restore the ball and 
socket relationship of the joint. 


Several observations are in order regarding 
the relative merits of resection of the femoral 
head and neck and the selection of patients 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Forty-Eighth Annual 
Meeting, St. Louis, Mo., November 8-11, 1954. 

+From the Departments of Surgery, Divisions of Orthopedic 
Surgery, Vanderbilt University School of Medicine and the 
Thayer Veterans Administration Hospital, Nashville, Tenn. 


for the procedure. The frequently encoun- 
tered contraindications to the standard pro- 
cedures of arthrodesis, arthroplasty, and 
prosthetic replacement have led, by a process 
of exclusion, to the need for a different ap- 
proach to the “insoluble hip problem.” 


Arthrodesis of the hip joint is unwise in 
an elderly patient. Disabilities of the spine 
or knee equally contraindicate hip arthro- 
desis. The prolonged immobilization required 
had restricted the use of arthrodesis of the 
hip joint to the younger age group. 

Cup arthroplasty has become established 
as an effective procedure for hip joint re- 
construction, but there are distinct limita- 
tions as to its application. The patient must 
be in good health and have adequate motiva- 
tion and muscular strength. Reasonably nor- 
mal architecture of the hip joint is necessary, 
particularly on the acetabular side. The post- 
operative period occupies many months and 
requires careful supervision to obtain optimal 
results. This in itself is a barrier in many 
patients. 


The criteria for replacement of the fe- 
moral head and neck by an endoprosthetic 
device are not yet fully established, but it 
is already apparent that pre-existing infection 
is a definite contraindication. There has been 
a disturbing incidence of re-ankylosis of hips 
in rheumatoid disease after the use of pros- 
theses. Although thousands of these devices 
have been inserted by competent orthopedic 
surgeons in an attempt to restore painless 
hip function, the continuation of nagging, 
constant pain, even at rest, has been all too 
frequently a distressing complication. Pain 
has been present in many cases where the 
more easily tabulated complications of dis- 
location, mechanical failure of the device, 
or infection have not occurred. 


= 
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A rational concept of the objective of a 
hip reconstruction procedure, as expressed 
by Charnley,® is to produce a painless, stable 
hip, with sufficient motion for walking and 
sitting. 

For the majority of hip joint disorders, the 
standard reconstructive procedures have in- 
dividual merit and are not specifically a part 
of this discussion. For the singular cases not 
suitable for any of the usual procedures, resec- 
tion of the head and neck of the femur may 
effect relief from pain, restoration of mobility, 
and adequate stability for ambulation. The 
functional result in these patients, following 
resection of the femoral head and neck, is not 
to be compared with the normal hip in terms 
of range of motion, stability, degree of limp, 
or preservation of leg length. Neither are 
they to be compared with those patients en- 
joving optimal results from arthodesis, cup 
arthroplasty, or endoprosthetic replacement. 
They all have a certain permanent disability 
and limitation of function but are sufficiently 
improved to leave no question as to the value 
of the procedure. Our patients in each in- 
stance offered some distinct contraindication 
to the more orthodox procedures and it was 
gratifying to have this means of restoring 
useful function in an unhappy situation. 


Operative Technic and Postoperative Care 


Through an anterior or lateral approach, 
the capsule of the hip joint is opened widely. 
The neck of the femur is then sectioned at 
its base. Following this, the ligamentum teres 
is sectioned and the head and neck are re- 
moved. The muscular attachments to the 
trochanteric regions are not disturbed. The 
wound is closed in layers in the usual fashion. 
Postoperatively, the limb is held in moderate 
abduction by skin traction for a period of two 
to three weeks, depending upon the _ post- 
operative discomfort. Attention is given to 
the prevention of an external rotation de- 
formity. The patient is then allowed to be 
up in a wheel chair, and to walk with 
crutches with gradually increasing weight 
bearing as tolerated. In our experience, ap- 
proximately six months elapse before the pa- 
tient is able to walk comfortably with one 
crutch or one cane. Many modifications of 
the above technic are possible, but it is our 
purpose to discuss the functional results of 
the procedure rather than to dwell upon the 
details of performing it. 
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Case Reports 


Clinical records of 12 patients were avail- 
able for this study (Table /). Eight of these 
patients were obtained for follow-up clinical 
evaluation. ‘Two patients had bilateral re- 
sections. Several of the patients were referred 
to us long after the definitive procedure had 
been performed elsewhere. 


Case 1. J. K., a 28-year-old white man and truck 
dispatcher. 


Marie-Strumpell Arthritis. The patient had a 
fusion of the right hip in 1951 following an erroneous 
diagnosis of tuberculosis of the hip. Immobilization 
by a long cast caused severe limitation of motion in 
the left hip and right knee. Since the dorsolumbar 
spine was ankylosed as a result of the disease process, 
this patient was completely incapacitated except for 
“swing-through” crutch ambulation. Sitting or stair 
climbing was not possible. Bilateral resection was 
advised for eventual recovery of hip function. In 
November, 1953, the fused hip was resected. The 
patient subsequently regained 45 degree flexion in 
both hips, operated and non-operated upon, and 
elected to wait before having the left hip resected. 
With a two inch built up shoe on the right, he now 
is able to negotiate stairs, drive his car, and has 
returned to work in his office. His result is considered 
good in that he is free from pain, is able to walk 


TABLE 1 
REASON FOR RESECTION 


Disease Number of Patients 
Marie-Strumpell arthritis 
Osteoarthritis 3 
Infection, postoperative, endoprosthesis 2 
Nonunion, fracture, femoral neck 1 
Osteomyelitis (gunshot wound) 1 


Dislocation (septic arthritis) 
Dislocation following Whitman reconstruction 


12 (14 procedures) 


*Two patients had bilateral procedures 


FIG. 1, CASE 1 


a 
33 4 
> | — 


116 SOUTHERN MEDICAL JOURNAL 


and sit although his range of motion is not yet 
ideal, six months after operation (Figures 1 and 2). 
Case 2. 

dealer. 


R. K., a 40-year-old white male auto 


Marie-Strumpell Arthritis. Onset of disease was at 
age 21. He developed complete anklyosis of the spine 
and the right hip, with painful limited range of 
motion in the left hip. A Vitallium cup arthroplasty 
was performed on the right hip in 1945, and on the 


FIG. 2, CASE 1 


FIG. 4, CASE 2 
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left hip in 1948. Within two years, painful ankylosis 
had occurred in both hips. In June, 1952, resection 
of the femoral head and neck, and cup, were per- 
formed bilaterally. This result is also considered 
good in that he is practically free from pain, is 
able to drive his car, walk and sit, and climb stairs 
once again but has obtained only 80 degrees of flexion 
in both hips. He works every day and is now 28 
months postoperative (Figures 3, 4 and 5). 


Case 3. W. R., a 44-year-old white male television 
and radio repairman. 


Marie-Strumpell Arthritis. Onset of disease occurred 
at age 24 with subsequent complete ankylosis of the 
entire spine and both hips. This patient worked for 
10 years in a kneeling position which caused bilateral 
arthritis of the knees. Cup arthroplasty was performed 
on the right hip in October, 1950. Resection of the 
femoral head and neck was carried out in the left 
hip in June, 1951, because the arthroplastic hip was 
beginning to stiffen. In June, 1952, a resection was 
done on the right hip for recurrent ankylosis. This 
patient is considered to be fair because the right 
hip has essentially a fibrous ankylosis at 45 degrees 
at present. The range of motion on the left is very 
good, however, and the patient sits comfortably in 
a wheel chair, from which he conducts his business. 
He is able to stand and walk short distances, nego- 
tiate stairs, and is free from pain. He feels more 


FIG. 5, CASE 2 
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self sufficient now than prior to his original surgery. 
Three and one-half years have elapsed since the 
operation on the left hip, two and one-half years 
since operation on the right hip (Figures 6, 7 and 8). 

Case 4. D. C., a 25-year-old white man and farmer. 
Gunshot wound with resultant osteomyelitis. While 
in the Navy this patient had a gunshot wound in- 
flicted by a civilian. This shattered the right fe- 
moral head and neck which were removed. Eight 
months later an intramedullary type endoprosthesis 
was inserted in a military hospital late in 1952. Puru- 
lent drainage recurred and the prosthesis was removed 
in 1953. The patient has been ambulatory since then, 
has two inches of shortening and wears a slightly 
built-up shoe. His gait is good, the hip is stable and 
range of motion excellent. The drainage has ceased 


FIG. 7, CASE 3 
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and the result is considered only as good because 
of slight pain which is present on walking. He is 
now 13 months postoperative (Figures 9 and 1/0). 
Case 5. J. C., a 30-year-old white man; occupation 
unknown. Shrapnel wound with resultant osteomyelitis. 
While in the Marine Corps, the patient suffered a 


FIG. 9, CASE 4 
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shell fragment wound which destroyed the head and 
neck of the right femur. A primary excision of the 
devitalized parts was done and several subsequent 
sequestrectomies have been necessary to remove small 
bony fragments. It has been two years since drainage 
has occurred. There is two inches of shortening of 
this femur, but range of motion is excellent, as is 
the stability. This patient walks well with a built-up 
shoe and one cane. Physically the result is excellent, 
but we place him in the fair group because he 
feels that he is crippled and will be unable to 
do hard work. Questioning revealed that he has not 
thought seriously about doing any work. It is now 
10 years postoperative (Figure 11). 

Case 6. H. W. is a 54-year-old white housewife. 

Osteoarthritis. The onset was that of a very pain- 
ful right hip of four years duration. The patient 
sought relief but was not considered a good candidate 
for arthroplasty because of obesity and other factors. 
The right femoral head and neck were excised 
January, 1954. She now is ambulatory with one 
crutch and is able to do her own housework and 
shopping. The range of motion is better than in her 
opposite hip. Shortening is only one inch. She has 
a moderate amount of pain if she walks without her 
crutch, but none at rest. She is considered to have 
a fair result at present but will probably advance 
to very good classification when more time has 


FIG. 11, CASE 5 
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elapsed. She is now 10 months postoperative (Figures 
12 and /3). 


Case 7. L. S., a 

Traumatic Arthritis. This energetic farmer dislo- 
cated his right hip in October, 1951. In March, 1952, 
he again injured the right hip by being dragged 
by a mule. Aseptic necrosis of the femoral head fol- 
lowed. In March, 1953, resection of the femoral head 
and neck was performed. At the time of operation 
the patient had been in a state of severe cardiac 
failure and the simpler procedure was performed 
only as a measure for the relief of pain. (Medical 
management has subsequently controlled his cardiac 
difficulties.) The patient now manages his 600-acre 
farm well and busies himself driving the tractor and 
handling heavy feed sacks. He has painless hip 


75-year-old white farmer. 


FIG. 13, CASE 6 


FIG. 14, CASE 7 
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FIG. 15, CASE 7 


stability with a greater range of motion than his 
unaffected hip. There is an inch of shortening. The 
result is considered excellent, now 19 months post- 
operative (Figures 14 and 15). 


Case 8. W. T. is a 30-year-old male surgical resi- 
dent. At age 13 he suffered a fracture of the neck 
of the left femur which was treated by traction 
and bed rest. Aseptic necrosis and absorption of the 
femoral head occurred. A Whitman reconstruction 
was performed at age 15. He remained in a spica 
cast for six weeks. The hip subluxed shortly after 
he resumed walking. He has continued to the present 
with no further treatment. At present this young 
surgeon wears a four-inch built-up shoe, uses no 
crutches or cane, and performs all the arduous duties 
of a surgical house officer with no disability except 
for a limp. His is considered to have an excellent 
result functionally, 15 years after operation (Figure 16). 


Summary 


Surgical reconstruction can seldomly be of- 
fered the patient with a severe disability of 
the hip which is complicated by infection, 
rheumatoid disease, extensive architectural 
distortion of the bone, or generalized degen- 
erative changes of old age. Twelve patients 


of this type have been treated by resection 
of the head and neck of the femur, and of 
this group eight were available for follow-up 
clinical evaluation. The procedure has been 
found to give limited but acceptably useful 
function, and the relief from pain has been 
gratifying in the cases of this study. There 
is a distinct indication, from reviewing these 
patients, that the resected hip continues to 
gain in motion and function for a consider- 
able time after operation. 
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Discussion (Abstract) 


Dr. Stanley M. Leydig, St. Louis, Mo. The authors 
have presented a procedure which I understand was 
a common approach to certain hip conditions at the 
turn of the century. Although this operation is con- 
sidered obsolete and is now seldomly mentioned, the 
authors have made a contribution by reminding us 
that resection of the head and neck of the femur is 
a method that can effect some relief from pain and 
increase the function of a hip joint in certain severe 
pathological deformities. 


The authors have made it very clear that this 
operation is one which may effect improvement and 
they have not advocated it to supplant the more 
orthodox procedures which for various reasons may 
be contraindicated. However, in certain conditions this 
operation might be selected primarily as in Marie- 
Strumpell arthritis and rheumatoid ankylosing arth- 
ritis because the various reconstructive procedures 
have not been very satisfactory and many re-ankylose 
comparatively soon after surgery. 


This procedure could also be considered as a salvage 
operation in cases previously operated upon where 
the standard and better known reconstructive proce- 
dures have failed. The recent survey by a committee 
of the American Academy of Orthopedic Surgery 
suggests that there is much to be desired in the use 
of prosthetic contrivances in non-traumatic conditions 
particularly. Stability and function are usually im- 
proved considerably but residual pain of varying de- 
gree is a common complication. 

We have seen nonunion in fractures of the neck 
of the femur in untreated patients where there is 
subluxation of the neck upward. In many of these 
instances pain is not too great a complication and 
eventually sufficient stability occurs to allow these 
patients to get about fairly well, similar to these 
cases presented here. 


Most arthroplasty procedures, such as the Whitman 
reconstruction, the cup arthroplasty and others, may 


>. 
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offer stability and motion, but too frequently pain 
and disability persist and the result is a failure. 
It is interesting to speculate why the discomfort in 
this latter group persists and why it seems to decrease 
eventually in the cases where the neck subluxes up- 
ward, as in these cases with resection. This is not 
always true but from my own observation it is the 
most likely course. 


I wish to thank the authors for reminding us of 
a surgical reconstructive procedure which may _ be 
used in certain selected cases and for the privilege 
of discussing this interesting presentation. 
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Dr. Hillman (closing). We would like to express 
our appreciation to Dr. Leydig for his discussion. It 
should be emphasized again that this operative pro- 
cedure has been suggested where the more orthodox 
procedures were not possible. The moving picture 
presentation was intended to illustrate our observa- 
tions, in this small group of patients, that the patients 
have been able to walk with a crutch or cane, that 
the functional use appears to improve with time, 
and that the procedure has been applied to certain 
poor risk patients who were not candidates for a 
more extensive or more demanding procedure. 


Presacral Neurectomy: Report of 70 Cases* 
WM. T. BLACK, JR., M.D., Memphis, Tenn. 


Dysmenorrhea is not only a common complaint but also one difficult to manage in 
many instances. The author considers the indications for presacral neurectomy and 
his results with this operation in the treatment of dysmenorrhea. 


DyYSMENORRHEA has been referred to as the 
“70 per cent disease,”* the reason being that, 
on the whole, only 70 per cent of patients 
who suffer from dysmenorrhea are relieved 
by the usual methods of treatment. We may 
ask ourselves, then, what happens to the re- 
maining 30 per cent? The majority go from 
doctor to doctor, running the full gamut of 
therapy, yet continue to be invalids for one 
or two days each month. From reports of 
other gynecologists and, in particular, from 
the author’s own experience with presacral 
neurectomy in 70 cases, presented herein, this 
procedure offers the best prospect of solving 
the difficulties of these patients. 


It is agreed that the subject for presacral 
neurectomy must be chosen with care, even 
from among this 30 per cent; otherwise, the 
outcome may be disappointing. A lack of 
proper caution in this respect is probably 
one of the reasons why the operation is not 
regarded with favor by some surgeons. 


Differential Diagnosis 


For one thing, presacral neurectomy should 


*Chairman’s Address, read before the Section on Gynecol- 
ogy, Southern Medical Association, Forty-Fighth Annual 
Meeting, St. Louis, Mo., November 8-11, 1954. 

*The author gratefully acknowledges his indebtedness to 
Dr. Robert M. Ruch for following up these 70 patients and 
evaluating the results of the operation. 


be performed only for dysmenorrhea of uter- 
ine origin. For pain of ovarian origin, the 
operation is of no value. The distinction be- 
tween the two types of pain may often be 
made by the history alone. Ovarian pain 
is localized more to the sides, is aching in 
character, radiates down the thighs, appears 
before menstruation and usually disappears 
with the onset of the flow, and frequently 
is associated with nausea, dyspareunia, dys- 
chezia and syncope. In contrast, uterine pain 
is cramping or at times of a stabbing type, 
usually begins with the flow, and may con- 
tinue only a few hours or throughout men- 
struation.? A helpful point in the diagnosis 
may be elicited on bimanual pressure upon 
the ovaries. If the pain produced is menstrual 
in type, it may be considered of ovarian 
origin. 

Patients who present evidence of an anxiety 
complex are also unsuitable subjects for pre- 
sacral neurectomy. Instead, this group may 
be benefited by psychiatric consultation. 
There are two useful tests to help differen- 
tiate the organic and psychogenic aspects of 
this symptom complex. The suppression of 
ovulation by estrogens will relieve primary 
dysmenorrhea associated with a_ functional 
corpus luteum. If pain persists in the anovu- 
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latory cycle it probably may be assumed to 
be of psychogenic origin. The second test 
utilizes the exploration of the uterine cavity 
with a probe; if pain is elicited, it may be 
considered of uterine origin. 

It is not unnatural that, after years of 
suffering, these patients should anticipate 
their menstrual periods with fear, and to 
this extent they may be said to have a psycho- 
neurosis. Fundamentally, however, dysmenor- 
rhea is a somatic disease’ and, with few 
exceptions, any psychic influence will cease 
following interruption of the pain pathways 
to the uterus. 


Clinical Study 


It has been the author's custom to recom- 
mend presacral neurectomy only for: (1) pa- 
tients whose chief complaint was dys- 
menorrhea which had persisted since the 
menarche or soon thereafter and who had 
been treated for a prolonged period by con- 
servative methods, including estrogens, ther- 
mal therapy and antispasmodics; (2) those 
who had no pronounced pelvic disease or, 
having such disease, particularly endometrio- 
sis, were too young for a radical operation; 
and (3) patients of any menstrual age with 
dysmenorrhea whose uterus and at least a 
part of one ovary could be saved. In the 
last group, presacral neurectomy was _per- 
formed as a precautionary measure in con- 
nection with surgery for endometriosis, pelvic 
inflammatory disease or other pelvic disorder, 
since surgery for these conditions alone is 
not always followed by relief of dysmenorrhea. 


All of the 70 patients whose cases are re- 
ported herein have been totally incapacitated 
for 24 hours or longer at each menstruation 
and have readily accepted presacral neurec- 
tomy because of the prospect of relief. Many 
have been working girls who were compelled 
to absent themselves from work for one or 
more days each month on account of the 
pain. Others had been to a succession of 
doctors, had received all the usual therapy 
without benefit, and habitually resorted to 
whiskey and hypodermics for relief. 


For comparative study, the 70 cases have 
been divided according to the type of dys- 
menorrhea, whether primary or secondary. 
In the group with primary dysmenorrhea, con- 
sisting of those whose chief complaint was dys- 
menorrhea which had persisted since early 
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in menstrual life, there were 50 patients, 
whose average age was 25 years. They had 
been to an average of three doctors each, 
had been previously treated for over four 
years, on the whole, and were under the 
author’s care for an average of nine months 
before operation. Thirty-eight (76 per cent) 
of the 50 were married, and of these 13 had 
children, while 10 had had a dilatation and 
curettage at some time prior to the presacral 
neurectomy (Tables 1 and 2). These figures 
are evidence that dilatation and curettage 
and childbirth, recommended by some gyne- 
cologists for patients with primary dysmenor- 
rhea, often prove ineffectual. 

In the group with acquired dysmenorrhea 
there were 20 patients, whose average age was 
26 years, and who had been treated by an aver- 
age of two doctors each for two years, and by 
the author for seven and one-half months be- 
fore operation. All of the 20 were either mar- 
ried or widowed. Fourteen (70 per cent) had 
borne children, and four (20 per cent) had 
been treated by dilatation and curettage 
(Tables 1, 2 and 3). 

In Tables 4 and 5 is shown the previous 
surgery performed for the patients of both 
groups. It will be seen that 22 (44 per cent) 


TABLE 1 
DYSMENORRHEA 
Per Cent 
No. Patients Aver. Age Married 
Primary 50 25 76 
Acquired 20 26 100 
TABLE 2 
PRIMARY DYSMENORRHEA (50 CASES) 
Previous children 26 per cent 
Previous D and C 20 per cent 
Previous Treatment 
Average number of other M.D.'s 5 
Number of years treated by other M.D.'s 4 
Average time seen before surgery by author 9 months 
(5 seen 3 years or more) 
TABLE 3 
ACQUIRED DYSMENORRHEA (20 CASES) 
Previous children 70 per cent 
Previous D and C 20 ~=—per cent 
Previous Treatment 
Average number of other M.D.’s 2 
Average number of years treated by other M.D.’s 2 
Average time seen before surgery by author 74% months 
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of those with primary dysmenorrhea had 
been operated upon, two (4 per cent) of 
whom had had a previous presacral sym- 
pathectomy elsewhere, seven (lt per cent) 
had undergone pelvic operations, and 13 
(26 per cent) appendectomy. Of the 20 with 
acquired dysmenorrhea, five (25 per cent) 
had had pelvic surgery and six (30 per cent) 
appendectomy, a total of Il (55 per cent). 

It is noteworthy that two of the patients 
with primary dysmenorrhea had_ previously 
undergone presacral neurectomy elsewhere 
without benefit. Both were among those who 
were completely relieved in this group. This 
leads us to another consideration in the suc- 
cess of the operation: undoubtedly, the re- 
sults will be disappointing unless all the 
nerve tissue is resected. Since the anatomy of 
the nerve varies in different individuals, one 
may assume that many of the failures are 
due to an incomplete operation. 


Anatomic Considerations 

The presacral nerve is a sympathetic nerve 
which, in reality, is a plexus of innumerable 
fine strands of nerves coursing together in a 
longitudinal direction and connected by a 
web of many intercommunicating fibers, all 
imbedded in delicate areolar tissue. It is 
formed by the junction of the intermesenteric 
nerves just below the bifurcation of the aorta, 
and continues caudally and slightly left of 
the midline to below the promontory of the 
sacrum, where it is divided into the right 


TABLE 4 
PRIMARY DYSMENORRHEA (50 CASES) 


Previous Surgery 


Per Cent 
Presacral sympathectomy 4 
Suspension 4 
Appendectomy (only) 26 
Operations on tubes and ovaries 8 
Mvomectomy 2 
Total 44 


TABLE 5 
ACQUIRED DYSMENORRHEA (20 CASES) 


Previous Surgery 


Per Cent 
Suspension 10 
Appendectomy 30 
Operations on tubes and ovaries 15 
Total 55 
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and left inferior hypogastric plexuses. In some 
individuals a middle plexus lies between the 
superior origin of the nerve and its inferior 
division.!. A matter of importance in_pre- 
sacral neurectomy is the fact that a second 
layer of nerve tissue may often be found 
in the deeper structures and is likely to be 
overlooked unless a thorough search is made. 

Also essential to the success of the opera- 
tion is the resection of a sufficient amount 
of each nerve sheath to preclude regenera- 
tion. Some surgeons remove only one inch, 
though it is the author’s custom to remove 
a segment of one and one-half inches or 
more. The technic followed in the cases pre- 
sented herein is described. 


Technic of Presacral Neurectomy 


If the distance between the umbilicus and 
symphysis permits, a midline incision is 
made; if not, the incision is extended from 
the symphysis upward and to the left of the 
umbilicus. The intestines are packed upward 
and to the left, the descending colon being 
pushed well out of the operative field. The 
posterior peritoneum is elevated with hemo- 
stats, nicked with a scalpel and opened with 
scissors downward to below the promontory 
of the sacrum and upward to the region of 
the bifurcation of the aorta. A chromic suture 
is placed in each edge of the peritoneum, per- 
mitting it to be drawn upward and outward. 


All the fine fibrils and other tissues are 
removed from the posterior aspect of the 
peritoneum, preferably with the right angled 
end of a long sympathectomy instrument (Fig- 
ure 2-A). Since the common iliac veins pass to 
the right of the common iliac arteries, the left 
vein and right artery are prominent in the 
field of operation, while the left iliac artery 
usually lies more or less beneath the descend- 
ing colon. Dissection is next carried down to 
the area of the right iliac artery and right 
ureter, and the nerve and connective tissue 
are dissected from the medial aspect of these 
structures, with care to avoid damage to the 
blood supply of the ureters and the nerve 
supply to the bladder. Dissection on the left 
is begun at the margin of the sigmoid, where 
lie the inferior mesenteric vessels of the meso- 
colon. The left ureter and iliac artery, if 
covered by the descending colon, may be lo- 
cated and separated from the nerve plexus 
with difficulty. 
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The sheath containing the nerves is un- 
dermined from both sides toward the center. 
The iliac vein may lie beneath the sheath; 
if so, one should proceed cautiously during 
this part of the procedure. It is safer to op- 
erate in the area between the lower border 
of the left iliac vein and the promontory 
of the sacrum. When the undermining is 
complete, the sheath is freed superiorly and 
inferiorly for approximately one and one-half 
inches (Figure 1). Two chromic sutures are 
next placed beneath the plexus and drawn 
upward and downward until the sheath be- 
comes tubular in shape. Wertheim clamps are 
applied at each end of the plexus and, as the 


FIG. 1 


The undermined nerve sheath elevated with sympathectomy 
instruments. 


FIG. 2 


(A) The fine fibrils and other tissues of the peritoneum 
are removed with long sympathectomy instruments. (B) 
Plexus drawn into tubular shape by traction with chromic 
sutures, Wertheim clamps applied at ends, and sutures 
placed as clamps are withdrawn. 
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clamps are removed, the sutures are slipped 
into the pinched areas and tied (Figure 2-B). 
The intervening segment of the plexus is then 
excised (Figure 3-4). Thereafter, every effort 
is made to find and section all the nerve 
tissue from the right to the left side and down 
to the periosteum over the vertebrae. When 
one is reasonably sure the section is complete, 
all the bleeding areas are checked and the 
posterior peritoneum is closed with a con- 
tinuous chromic suture. 

After closure of the abdominal wall, the 
author leaves long ends on the interrupted 
black silk skin sutures and ties them to- 
gether in two groups (Figure 3-B). One week 
later, the ends of each group are held upward 
with traction to facilitate separation of the su- 
tures from the skin in order that they may be 
easily cut. After all the sutures are cut, the 
two groups are pulled out in opposite direc- 
tions at one time. This method has proved 
less painful than removal of each suture 
individually and is appreciated by the patient. 


Findings at Operation 


The findings at operation in the 50 pa- 
tients with primary dysmenorrhea in_ this 
series may be seen in Table 6, and the 
surgery performed in addition to presac- 
ral neurectomy in Table 7. Tables 8 and 9 
show the findings and additional surgery 
in the patients with acquired dysmenorrhea. 


The morbidity in the two groups was 5.9 
per cent, based upon 100.4 degrees of fever 


FIG. 3 


(A) Excision of nerve segment after tying of sutures. All 
deeper nerve tissue also removed. (B) In closure of wound, 
skin sutures are left long and tied in two groups to 
facilitate removal with one pull. 
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for two successive days postoperatively. The 
mortality was zero (Table 10). 


Results 


In questioning these patients regarding the 
results of the operation, an effort was made 
to determine the effect upon dyspareunia 
and libido. Of the 38 married patients with 
primary dysmenorrhea who complained of 
dyspareunia preoperatively, 25 (67 per cent) 
were completely relieved and seven (18 per 


TABLE 6 
PRIMARY DYSMENORRHEA (50 CASES) 


Added Pathology 


Per Cent 
Endometriosis 10 
Salpingitis + 
Corpus luteum cyst 8 
Appendicitis (healed) 2 
Retrodisplacement 26 
Double uterus 4 
TABLE 7 
PRIMARY DYSMENORRHEA 
Additional Surgery 
Suspensions 12 
D and C 3 


Ovarian nerve resection 


TABLE 8 
ACQUIRED DYSMENORRHEA (20 CASES) 


Added Pathology 


Per Cent 
Endometriosis 5 
Salpingitis 5 
Corpus luteum cvst 10 
Appendicitis 5 
Retroplacements 15 


TABLE 9 
ACQUIRED DYSMENORRHEA 


* Additional Surgery 


Suspensions 5 
D and C 4 
Operations on tubes and ovaries 6 


Appendectomy 


TABLE 10 

MORBIDITY FOLLOWING PRESACRAL NEURECTOMY 
(70 Cases) 

Mortality 0 


Morbidity 5.9 per cent 
(100.4° for two consecutive postoperative days) 
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cent) were partially relieved, a total of 32 
or 85 per cent. One (4 per cent) was not 
benefited in this respect, and three (11 per 
cent) could not be followed. All 38 were 
questioned regarding libido. Twenty-one (55 
per cent) reported an improvement follow- 
ing presacral neurectomy, while 17 (45 per 
cent) observed no change (Table 11). 

Of the total of 50 patients in the primary 
group, 10 later became pregnant. Six of these 
suffered little or no pain in labor, while two 
were not benefited. Two gave no report. 

Fifteen patients with acquired dysmenor- 
rhea gave a history of dyspareunia pre- 
operatively. Seven (47 per cent) of the 15 
were completely relieved, one (7 per cent) 
was improved, three (20 per cent) were not 
improved, and the result could not be de- 
termined in four (26 per cent). An improve- 
ment in libido was experienced by seven 
(58 per cent) of the 12 patients questioned, 
the remaining five (42 per cent) reporting 
no change (Table 12). 

The long term results with respect to re- 
lief of pain in the two groups are shown 
in Tables 13 and 14. Forty-five of the pa- 
tients with primary dysmenorrhea were fol- 
lowed. Twenty-eight (62 per cent) of these 


TABLE 11 
PRIMARY DYSMENORRHEA (38 CASES) 


Results 


Dyspareunia, 71 Per Cent of Married Patients 


Per Cent 
Complete relief 67 
Improved 18 
Not relieved 4 
Result unknown 11 
Libido and Achievement of Orgasm 
Increased 55 
Unchanged 45 


TABLE 12 
ACQUIRED DYSMENORRHEA (20 CASES) 
Results 
Dyspareunia, 75 Per Cent 
Per Cent 
Complete relief 47 
Improved 7 
relief 20 
Result unknown 26 
Libido and Achievement of Orgasm, 

60 Per Cent 

Increased 58 


Unchanged 42 
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were completely relieved, 13 (29 per cent) 
were partially relieved, and four (9 per cent) 
were not benefited. It was possible to obtain 
a long term follow-up of 16 patients with 
acquired dysmenorrhea. Complete relief was 
reported by 12 (75 per cent), partial relief 
by three (19 per cent), and no relief by one 
(6 per cent). Thus, of a total of 61 patients 
followed, 40 (65.5 per cent) were completely 
relieved, 16 (26.2 per cent) were partially 
relieved, and in five (8.2 per cent) the op- 
eration was not successful. In the experience 
of Hoge* and others, presacral neurectomy 
has been more successful in patients with 
primary dysmenorrhea than in those with the 
acquired type. 

In this connection, a group of 38 cases 
wherein presacral neurectomy was performed 
between 1934 and 1938 by the author’s father 
and members of his staff at the teaching 
hospital of the University of Tennessee Col- 
lege of Medicine have been reviewed for the 


TABLE 13 
PRIMARY DYSMENORRHEA (45 CASES) 


Results Long Range Follow-Up 


Per Cent 
Complete relief 62 
Partial relief 29 
No relief 9 


Five Cases Lost or Too Recent for Evaluation 
92 per cent of patients with partial relief 
stated that they would recommend pre- 
sacral sympathectomy. 


TABLE 14 
ACQUIRED DYSMENORRHEA (16 CASES) 


Results Long Range Follow-Up 


Per Cent 
Complete relief 75 
Partial relief 19 
No relief 6 


TABLE 15 


DR. WILLIAM T. BLACK, SR. AND UNIVERSITY OF 
TENNESSEE STAFF (38 CASES) 1932-1938 


Charity and Private Cases 


Primary dysmenorrhe 28 
Acquired dysmenorrhe 10 


Results of Long Range Follow-Up 


Per Cent 
Complete relief 67 
Partial relief 22 
No relief 11 
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purpose of comparing the early and late re- 
sults of the operation (Table 15). Of the 38 
patients, there were 28 with primary dys- 
menorrhea and 10 with the acquired type. A 
short range follow-up of 16 of the patients 
from both groups showed that 14 (87.5 per 
cent) obtained complete relief, while two 
(12.5 per cent) were partially relieved. In 
answer to a recent inquiry of nine of these 
patients, six (67 per cent) reported having 
remained completely free of pain, two (22 
per cent) had been partially relieved, and 
one (11 per cent) had experienced a recur- 
rence of her former dysmenorrhea. All the 
eight patients whose relief or improvement 
had continued stated that the operation had 
been worth while. 


Comment 


It is apparent that a proper evaluation of 
the results of presacral neurectomy can be 
made only after a considerable period of 
time, though the surgeon is often able to 
determine fairly accurately from early reports 
what the ultimate outcome will be insofar 
as relief of pain is concerned. Many patients 
are completely and immediately relieved of 
dysmenorrhea postoperatively, while others 
have only a suggestion of pain. A few have 
pain in the rectal area for a short time rather 
than in the lower abdomen. According to 
the results in these 70 patients, more than 
90 per cent may expect to obtain lasting 
benefit. 


In addition to the relief of pain, the ma- 
jority of those who complain of dyspareunia 
preoperatively are relieved in this respect, 
and libido is often improved. It is noteworthy, 
also, that a number of patients become preg- 
nant who were unable to do so before opera- 
tion and labor is frequently less painful. 

In estimating the value of presacral neurec- 
tomy it is believed that one should be guided 
by the patient’s own opinion of the results. 
This is the real criterion of the success of 
the operation, rather than the views of the 
surgeon. Of the patients in this group who 
were only partially relieved 92 per cent felt 
that the operation was well worth while. 
This should leave little doubt that, with few 
exceptions, if the subject for presacral neurec- 
tomy is chosen with care and if all the nerves 
are found and adequately resected, one will be 
rewarded with a grateful patient. 


. 
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Hypercalcemia and Renal Impairment 
Following Milk and Alkali Therapy 


for Peptic Ulcer 


JOSEPH C. OGLE, M.D.,Dallas, Tex., and CHARLES M. HARVEY, JR.. M.D. 


McKinney, Tex. 


Burnett's syndrome has of recent years been recognized as one to be differentiated 
from other diseases characterized by hypercalcemia and its complications. 


THE OCCURRENCE of renal impairment in as- 
sociation with systemic alkalosis following 
the use of absorbable alkali in the treatment 
of peptic ulcer was first reported by Hardt 
and Rivers! in 1925. These authors described 
16 patients who developed gastrointestinal 
and central nervous system symptoms while 
receiving large amounts of alkali and milk. 
All of the patients had alkalosis and azotemia 
which improved after the peptic ulcer therapy 
was discontinued. During the ensuing decade 
alkalosis resulting from therapy with milk 
and absorbable alkali was described fre- 
quently.2-* Subsequently, Cope!’ in 1936 re- 
ported similar cases. He found in several pa- 
tients an elevation of serum calcium which 
returned to normal after discontinuing the 
ulcer diet. In 1949 Burnett and coworkers?! 
described six instances of hypercalcemia fol- 
lowing the prolonged intake of milk and 
absorbable alkali. The clinical picture closely 
simulated primary hyperparathyroidism with 
secondary renal damage. The main features 
were hypercalcemia without hypercalcuria ot 
hypophosphatemia, normal serum alkaline 
phosphatase, renal insufficiency with azo- 


*Received for publication December 7, 1954. 

*From the Veterans Administration Hospital, McKinnev, 
Texas, and Southwestern Medical School of the University 
of Texas, Dallas, Tex. 


temia, mild alkalosis and calcinosis manifested 
especially by an ocular lesion resembling band 
keratitis. Improvement occurred initially in 
all six patients upon withdrawal of milk and 
alkali. Since that time only eight additional 
cases have been reported.'*-!5 Recently a pa- 
tient with almost identical findings has been 
observed in our hospital. This patient differed 
from previously reported cases in that his 
greatest difficulty developed during a period 
in which he was receiving calcium carbonate 
which is generally considered to be a non- 
absorbable alkali. 


Case Report 


The patient, a 57 vear old white male, was first 
admitted to the McKinney Veterans Administration 
Hospital on October 19, 1953, complaining of abdomi- 
nal pain. His illness began in 1945 when he developed 
severe, boring epigastric pain, occurring 14 to 2 
hours after eating, often awakening him at night, 
and relieved by taking baking soda or other alkalis. 
The pain occurred frequently in episodes lasting for 
a few davs to a week at a time, gradually becoming 
more severe. Approximately a month prior to ad- 
mission the pain recurred, was quite severe, and was 
not relieved by large amounts of alkali. He had 
vomited on several occasions, but this had not been 
a prominent symptom. There had been a 15 pound 
weight loss during the preceding few months. 


There was a past history of pulmonary tuberculosis 
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and tuberculous otitis media in 1929 which was 
treated and apparently arrested after two years. 


Physical examination on admission revealed a 
somewhat undernourished white male in mild dis- 
comfort from epigastric pain. The blood pressure 
was 124/86. Positive findings included bilateral old 
healed otitis media with moderate deafness, slight 
epigastric tenderness and grade I benign enlargement 
of the prostate. 


Laboratory Studies. Urinalysis on admission dis- 
closed an alkaline reaction, 1.015 specific gravity, 
negative albumen and sugar and normal microscopic 
examination, The leukocyte count, differential, hemo- 
globin, hematocrit, serologic tests for syphilis and 
sedimentation rate were normal. Repeated stool ex- 
aminations were negative for occult blood. Urine cul- 
ture was negative. Gastric analysis showed 42° free 
acid in the basal sample. 

Chest x-ray revealed a calcified primary complex 
on the right and minimal fibrosis in the left apex. 
Gastrointestinal series showed an “ulcer deformity” 
of the duodenum and a constriction of the stomach 
just above the pylorus with an ulcer crater in that 
area on the lesser curvature. 

Clinical Course. Following admission to the hos- 
pital the patient was placed on a strict regimen 
consisting of milk and cream every hour, calcium 
carbonate, 1.0 Gm. every hour (15 Gm. daily), and 
magnesium oxide, 2.5 Gm. once daily. One week 
later this was changed to a continuous gastric drip 
of three liters of milk and cream daily, the calcium 
carbonate being given hourly as before. After five 
days of tube feedings gastroscopy revealed a nodular 
edematous area which appeared to be a healing ulcer. 
The hourly feedings of milk and cream were resumed 
and calcium carbonate continued with almost com- 
plete relief of pain. However, a second x-ray exami- 
nation by films and fluoroscopy demonstrated _per- 
sistence of the defect, and surgery was planned. 

At that time, after three weeks of intensive therapy, 
the patient developed drowsiness, vomited small 
amounts, and noticed more pain. Because of these 
symptoms the serum calcium was determined, reveal- 


FIG. 1 


Caicific lesion of left cornea. 
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ing calcium levels of 15.6 and 16.0 mg. per 100 ce. 
Other blood chemistry determinations were: phos- 
phorus of 6.1 and 5.1 mg. per 100 cc., urea nitrogen 
70 mg. per 100 cc., creatinine 3.7 mg. per 100 cc. 
bicarbonate 33 mEq., chloride 86 mEq., alkaline 
phosphatase 5.8 Bodansky units, serum sodium 129.6 
mEq., and potassium 3.8 mEq. Blood pH was 7.55, 

Further history obtained from the patient and from 
his wife at that time disclosed that for several years 
he had taken large quantities of baking soda, often 
as much as one box, containing 250 Gm., every three 
days. He had a definite aversion to milk but had 
regularly eaten from one-fourth to one-half pound 
of cheese daily containing an amount of calcium 
roughly equivalent to one pint to one quart of milk 
daily. Sli-lamp examination of the corneas showed 
band keratopathy typical of that described by Burnett, 
et al. (Fig. 1). 

The patient was placed on a diet containing less 
than 200 mg. of calcium daily, the milk and calcium 
carbonate were stopped, and supplementary sodium 
chloride and potassium chloride were given. The 
blood urea, creatinine, calcium, phosphorus and car- 
bon dioxide content declined to normal levels within 
10 days (Fig. 2). Daily urinary calcium excretion on 
a 200 mg. calcium intake ranged from 116 to 173 mg. 
Coincident with the chemical improvement the pa- 
tient became more alert, the abdominal pain sub- 
sided, and he stated that he felt better than he had 
felt in years. On December 7, 1953, a subtotal gastric 
resection was performed without difficulty. A benign 
pyloric ulcer was found. The postoperative course 
was uneventful. Blood chemical determinations were 
normal, and PSP excretion was 35 per cent in 15 
minutes. He was discharged on a bland diet with 
frequent feedings. 

Three months after surgery the patient developed 
homologous serum hepatitis which cleared rather 
rapidly. At that time serum calcium was 10.7 mg., 
phosphorus 3.0 mg., urea 9 mg., creatinine 1.1 mg., 
alkaline phosphatase 1.2 B.U., and CO: 28.6 mEq. 
The keratopathy had improved but had not com- 
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Blood chemistry studies during treatment. 
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pletely cleared. Renal function studies showed a 
maximal concentration of 1.020 and 20 per cent 
PSP excretion in 15 minutes. 


Discussion 

The clinical features of this case are strik- 
ingly similar to the 12 cases previously re- 
ported. The history of prolonged intake of 
large amounts of alkali in our patient is note- 
worthy, but the calcium intake can hardly 
be considered excessive. It seems likely that 
the calcium deposits of the cornea were due 
to long-standing hypercalcemia, but this can- 
not be established as they were not discovered 
until after three weeks of intensive milk and 
alkali therapy in the hospital. Figure 1 shows 
an artist’s conception of the appearance of 
this lesion on slit-lamp examination. In other 
areas there were concentric lines in the cornea 
parallel to the larger deposits along the lim- 
bus. No conjunctival crystals were seen. Al- 
though similar corneal lesions may appear 
during hypercalcemia from any cause,!® 17 
they are highly characteristic of this syndrome, 
having occurred in 11 of the previously re- 
ported 12 cases. This was the only evidence 
of calcinosis in our patient. 

The high level of serum calcium observed 
in this patient made it necessary to exclude 
the possibility of hyperparathyroidism, par- 
ticularly in view of the interesting associa- 
tion of peptic ulcer and hyperparathyroidism 
as noted by Murphy, et al.'* The high serum 
phosphorus initially and the normal urinary 
calcium excretion as well as the subsequent 
course seem adequately to exclude this diag- 
nosis. 

In the stomach calcium carbonate reacts 
with hydrochloric acid to produce cal- 
cium chloride. Although some of the calcium 
chloride may be absorbed, it is believed that 
the bulk of it is reconverted to insoluble 
calcium salts in the alkaline secretions of the 
small intestine. 

Although calcium carbonate is considered 
to be a non-absorbable alkali, it appears 
quite possible that it contributed to the al- 
kalosis which developed in this patient. In 
any peptic ulcer patient who develops cerebral 
or increased gastrointestinal symptoms in 
the face of adequate neutralization, hyper- 
calcemia should be suspected, due either to 
the syndrome herein reported or to primary 
hyperparathyroidism. Kirsner! produced al- 
kalosis in approximately one-third of 105 
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peptic ulcer patients by administering two 
to three times as much calcium carbonate as 
is generally used in the treatment of peptic 
ulcer. Although there was some evidence of 
impaired renal function, this was transient 
and not severe, and only one of the 32 pa- 
tients developed a moderate increase in serum 
calcium. Although our patient may have had 
some degree of alkalosis due to taking sodium 
bicarbonate prior to admission, the symptoms 
of the alkalotic syndrome developed during 
treatment with milk and calcium carbonate, 
and during a period in which no sodium 
bicarbonate or other readily absorbable al- 
kali was administered. Since some degree of 
vomiting was present and since alkalosis 
cleared rapidly with administration of sodium 
and potassium chloride, it is possible that 
acid loss and low chloride intake played as 
significant a role in the production of alka- 
losis as did the administration of calcium car- 
bonate. However, the hypercalcemia seems to 
have been definitely associated with high in- 
take of milk and calcium carbonate, since, 
on discontinuing this therapy, the serum cal- 
cium fell rapidly. Moreover, there was no 
history of excessive calcium intake prior to 
hospital treatment. High calcium intake from 
milk and alkali therapy does not, in the vast 
majority of cases, produce hypercalcemia. 
Even when alkalosis is produced by peptic 
ulcer therapy, it is seldom accompanied by 
hypercalcemia. Except in one instance re- 
ported by Default and Tobias, all such pa. 
tients who have been observed to develop 
hypercalcemia also have had some degree of 
alkalosis. These facts suggest that the basic 
defect is the alkalosis. Why the occasional 
patient develops hypercalcemia remains to 
be determined. 

The exact mechanism by which renal dam- 
age is produced is also uncertain. Burnett 
and his coworkers believed that this was 
probably secondary to a combination of al- 
kalosis and hypercalcemia. It is known that 
either of these conditions is capable of pro- 
ducing renal damage, although that caused 
by alkalosis appears to be more easily rever- 
sible.‘ It is conceivable, however, that the 
initial abnormality of the kidney is produced 
by alkalosis and that this, in the presence 
of a high calcium intake, leads to hyper- 
calcemia, renal calcinosis and more perma- 
nent renal damage. 
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Another unanswered problem is whether 
this syndrome occurs in patients with 
previously normally functioning kidneys, and 
whether renal function completely reverts to 
normal following recovery. Of the six cases 
reported by Burnett and his coworkers, four 
patients died. The cause of death was un- 
certain in three; at autopsy the fourth case 
showed chronic pyelonephritis. The two pa- 
tients who recovered had evidence of perma- 
nent renal damage. Of the four cases reported 
by Default and Tobias, one expired and was 
found at autopsy to have chronic pyelonephri- 
tis. One patient had persistent impairment 
of renal function, and the remaining two 
had apparent complete recovery. In the case 
reported by Wermer, et al., autopsy examina- 
tion revealed chronic glomerulonephritis. 
The case of Miller, et al., recovered but had 
residual renal damage. One of the two cases 
reported by Snapper, et al., died in uremia. 
The renal function as determined by con- 
centration and PSP excretion returned to 
normal in our patient as in the two cases of 
Default and Tobias. We regret that more 
elaborate renal function studies were not 
available to us for study in this patient, as 
this may be a very important key to the 
problem of why an occasional patient receiv- 
ing milk and alkali therapy develops this 
chain of events. 


Summary 


(1) A case of nephropathy with hypercal- 
cemia following milk and alkali therapy of 
peptic ulcer is reported. The principle an- 
tacid used was calcium carbonate. 


(2) The possible mechanisms by which such 
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a syndrome is produced are discussed and 
the literature is reviewed in regard to the 
ultimate fate of the reported cases. 
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Anesthesia for the Elderly Patient 


H. M. AUSHERMAN, M.D., Durham, N. C. 


The successes of surgery in the elderly patient are in no small 
part due to the choice and administration of the anesthesia. 


Ir Is DIFFICULT to consider the problem of 
anesthesia in the aged patient without first 
considering in some detail the various ana- 
tomical and physiological changes in the 
senescent that markedly alter his response to 
the various anesthetics. 

There is an increasing number of persons 
(60 years and above) in our population each 
year, vital statistics' showing that in 1950 
there were 17.2 million over 60 years of age. 
It is estimated that by 1980 there will be 31.2 
million people over 60 and only 19.2 million 
under nine years of age. This increased life 
expectancy is the result of decreased infant 
mortality, better nutrition and housing, more 
effective preventative medicine, better indus- 
trial hygiene, and improved medical and sur- 
gical care. 

Rudd? states that elderly people commonly 
suffer from too little rather than too much 
treatment due to the attitude that there is 
more surgical and anesthesia risk in the aged, 
that surgery in the old age is “unwarranted 
interference” with the normal process of aging 
and the presumption that treatment in really 
old subjects is “futile.” However, careful 
consideration of two points will lead to firmer 
grounds upon which to advise surgery in the 
elderly: (1) assuming surgery is successful, 
what will be the life expectancy? (2) if un- 
treated, what will be the expectancy, and 
what suffering will the patient undergo? 

Ziffren® believes along with others that 
necessary operations in the elderly should not 
be withheld. An 80 year old has six years 
expectancy, a 90 year old has three years 
expectancy and it is even longer for those 
between 60 and 80. If elective operative pro- 
cedures are postponed until optimal condi- 
tions as regards blood volume, nutrition, and 
avoiding circulatory embarrassment, the out- 
look is good. On a survey of 3,656 major 
operations on elderly patients in the general 


*Read before the Section on Anesthesiology, Southern 
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surgical service at Illinois Research Hospital,‘ 
it was found that if the operative load was 
within certain limits, if the elderly patients 
were rendered free from intercurrent infec- 
tions, if all insufficiencies and decrements 
were met before operation, and excellent post- 
operative care was given that elderly patients 
fared as well as young patients. However, in 
operations of greater magnitude the mortality 
was two to four times greater in the old than 
in the young. The mortality for emergency 
surgery was of course higher than for elective 
surgery in the elderly. 

There are very definite reasons why the 
old do not tolerate surgery as well as the 
younger age groups. An understanding of the 
anatomical and physiological changes that 
take place in aging is necessary before the 
proper anesthetic agent and technic can be 
chosen. The systems involved in the aging 
process with which the anesthesiologist is 
most concerned are three: (1) respiratory, 
(2) circulatory, (3) excretory. 


Respiratory System 


There is, in the senescent, an increase in 
the fibrous tissue with a loss of elastic tissue. 
The bronchi show atrophy of the mucosa 
and narrowing of the bronchioles; the alveoli 
are dilated with rupture of alveolar septa. 
Calcification of cartilages increases the ten- 
dency for the thoracic cage to become fixed 
so that respirations become predominantly 
of the diaphragmati¢ type. The pleura under- 
goes thinning and drying. 

Due to these anatomical changes there re- 
sults sluggish elimination of secretions from 
the respiratory tract. Emphysematous changes 
increase the occurrence of hypostasis and 
atelectasis. There is decreased tidal exchange, 
vital capacity and = often compensatory 
tachypnea. The tendency to carbon dioxide 
retention and hypoxia is due in part to the 
decreased permeability of the alveolar mem- 
brane. 
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Interpreting these anatomical and_physio- 
logical changes in terms of the anesthesia 
it means more prolonged and complicated 
induction, and a subsequent longer recovery 
period. There is greater incidence of hypoxia 
during anesthesia, and atelectasis or hypo- 
static pneumonia following anesthesia. 


Cardiovascular System 


In the aging patient arteriosclerotic 
changes in blood vessels with diminished 
arterial elasticity is noted. Coronary sclerosis 
may result in decreased blood supply to the 
heart with subsequent myocardial degenera- 
tion and cardiac hypertrophy. Generalized 
arteriosclerosis often is a part of the picture 
of hypertension and increased venous pressure 
in this older age group. Arrhythmias are not 
uncommon. There is diminished plasma vol- 
ume, increased circulatory stasis leading to 
increased frequency of thrombosis and em- 
bolism. Both sympathetic and parasympathetic 
stimulation may produce an abnormal re- 
sponse. Cardiac decompensation of this group 
may be subclinical or it may be accompanied 
by pulmonary edema and chronic passive con- 
gestion of the liver and kidneys. The fact 
is, that due to any or all of these changes, 
the circulatory system has lost its compen- 
satory power which in the younger makes 
a stress situation such as anesthesia and sur- 
gery possible. 


Excretory System 


The liver and kidneys show changes sec- 
ondary to arteriosclerosis and proliferation of 
connective tissue with decrease in tissue cells 
resulting in inefficient detoxification and ex- 
cretion. 

Other anatomical and physiological changes 
contributing to the decreased reserve under 
stress in the elderly follow: Poor appetite 
and bad dietary habits may contribute to 
nutritional deficiency of vitamins, minerals 
or essential metabolites. Protein requirements 
are higher because of incomplete absorption. 
Carbohydrate metabolism is often impaired 
in the aged person, bones are more brittle 
so extra care in handling the unconscious 
patient must be exercised. Teeth may be loose, 
so instrumentation must be done gently. 
Atrophy of the mandible makes it difficult, 
or impossible, to fit a face piece to administer 
general anesthesia so endotracheal may be 
required. 
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Preoperative Evaluation 


With these anatomical and_ physiological 
changes in mind we are in a position to in- 
dividualize the patient’s preparation for anes- 
thesia and surgery. His chronological age is 
not always an accurate guide to his physio- 
logical age and the complete physical exami- 
nation should be reviewed by the anesthesiolo- 
gist. Routine laboratory work such as 
electrocardiogram, urinalysis, complete blood 
count, and chest x-ray should be done in order 
that the true physical status of the patient 
may be determined. The pre-anesthetic visit 
of the anesthesiologist is important, for the 
outcome of the whole procedure may depend 
a great deal on the psychological outlook 
of the patient regarding his recovery. The 
patient should be reassured that, after thor- 
ough examination and evaluation of all find- 
ings, it is the opinion of his internist, his 
surgeon, and his anesthesiologist that he will 
withstand the anesthesia and surgery and will 
make a complete recovery to live longer and 
more comfortably than if he did not have 
the surgery. He must have confidence, for 
his will to live is vital if he is to have an 
uneventful recovery. 

It is understood that old people have a 
lower basal metabolic rate and that drugs 
are more slowly absorbed and more slowly 
eliminated. Therefore in premedication be- 
fore anesthesia and surgery an error on the 
side of too little rather than too much is 
preferable. Barbiturates are not tolerated well 
as a rule in the elderly for they may cause 
confusion or an over-depression of respiration. 
Atropine is superior to scopolamine for the 
same reason. Demerol is considered by most 
anesthesiologists to have a more favorable 
action in the aged than opiates because its 
degree of depression is less and its effect is 
more predictable. In addition to drug pre- 
medication supportive measures such as hy- 
dration, blood transfusion if indicated, oxygen 
therapy, dietary and nutritional replacement, 
restoration of cardiac reserve should be car- 
ried out so that the physical status of the 
patient is maximal. 


Choice of Anesthetic 


In choosing the agent and method of its 
administration it must be understood that 
there is no single anesthetic drug or technic 
which is ideal. The fundamental purpose is 
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to obtain analgesia and muscle relaxation 
with the least physiological disturbance. The 
most important single factor is an intangible 
one, the skill of the anesthesiologist. The 
things that matter most are not the drugs to 
be used but the skill, care, and experience 
with which they are given and with which 
the whole case is handled. 

Rink® states the problem well by saying, 
“when faced with a wet and slippery road 
on a dark night, a first-class driver does not 
alter his technic in any essential way. He 
merely redoubles his normal safeguards and 
precautions; he avoids rapid acceleration and 
braking, but he reaches his destination nearly 
as safely and quickly as he does under good 
conditions. It is very much the same in 
anesthetizing bad-risk elderly patients. Almost 
all agents used in the fit are used in the 
elderly but in modified doses and rather 
slowly.” 

Each individual patient must be evaluated 
on his own merits and a single agent and 
technic or a combination of agents and tech- 
nics must be used which will, under the 
altered physiological findings found in this 
particular elderly patient, provide the follow- 
ing in order of importance: 

(1) Safety for the patient 


(2) Satisfactory relaxation and operating conditions 
for the surgeon 


(3) Comfort for the patient 
(4) Convenience for the anesthesiologist 


Spinal anesthesia is an excellent method of 
anesthesia for operations upon the elderly, 
provided certain precautions are used. The 
object of any method of anesthesia chosen 
in the aged is to disturb as little as possible 
any and all vital physiological and metabolic 
processes. In this respect low spinal anesthesia 
is ideal because the three systems (respiratory, 
cardiovascular, and excretory) which are 
chiefly involved in the senescent individual 
are not affected. Since these three systems 
are not anesthetized, it stands to reason that 
the mortality in this age group, which ac- 
cording to Ziffren® is in the following order: 
bronchopneumonia, pulmonary embolus, car- 
diac failure, and peritonitis, would be re- 
duced under low spinal anesthesia, provided 
certain precautions are used. 

According to Dillon,® who used it in 55.7 
per cent of a series of 905 patients over 70 
years of age studied at the Los Angeles County 
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Hospital, spinal anesthesia is the choice pro- 
vided: 
(1) It is not used in patients with a_ systolic 
pressure over 180. 


(2) It is not to be used if there is a significant 
blood pressure drop (20 mm.) from _pre- 
medication. 


(3) It is not used in anemia (12 Gm. Hgb. or less). 

(4) It is not used if there is disease of the central 
nervous system. 

(5) It is not used if there has been recent shock. 


(6) Small doses (pontocaine 10 mg. or less, or 
novocaine 100 mg. or less) are given. 


(7) Small doses of ephedrine or similar vasopressor 
are used prophylactically in the wheal prior to 
spinal. 

(8) The level is kept below D-10. 

(9) The routine use of supportive therapy, fluids, 
blood if needed, oxygen, etc., is carried out. 
(In fact, one should inspect the veins and 
be certain that immediate venoclysis can be 
established or should actually start fluids by 
vein before doing the spinal anesthesia.) 

If the level of spinal analgesia is not al- 
lowed to rise above the tenth dorsal vertebra, 
there is minimal somatic and autonomic 
paralysis and practically no physiological 
change. Care must be used against a high 
spinal for with it there is danger of a fall of 
blood pressure accompanied by coronary and 
cerebral hypoxia, decreased tidal gaseous ex- 
change and their sequelae. 


Many operative procedures may be car- 
ried out in the elderly patient under low 
spinal analgesia. Some of them are: hip- 
nailing, lower abdominal surgery, lower ex- 
tremity surgery, rectal or perineal surgery, 
vaginal hysterectomy, prostatectomy, etc. It is 
not necessary that spinal anesthesia and it 
alone be used in many of these elderly pa- 
tients. The judicious combination of mild 
analgesia and hypnosis by means of nitrous 
oxide or ethylene, with plenty of oxygen or 
even small doses of an ultra short acting 
barbiturate such as Pentothal or Surital 
(preferably in dilute solution 0.2 to 0.5 per 
cent) or analgesia by Demerol drip (0.5 to 
1 mg. per cc. in venoclysis), makes the pro- 
cedure more acceptable to the patient. The 
combination should be intelligently carried 
out by an anesthesiologist of skill and ex- 
perience fully aware of the senescent changes 
in his patient and their reaction to the com- 
bination of the drugs he is using. The use 
of Demerol drip is particularly valuable be- 
cause of its analgesic effect and its con- 
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trollability. Should one depress a patient too 
much it can be promptly reversed by intra- 
venous administration of 5 to 10 mg. of Nal- 
line (N-allylnormorphine). 


Technic of Spinal Anesthesia 


The midline method of doing spinal anes- 
thesia is the generally accepted one. Surks 
and Wood? state that most students and prac- 
titioners are imbued with the idea that this 
is the only method for performing sub- 
arachnoid puncture. Earlier workers such as 
Dogliotti,s Evans,® Maxson,'° Vehrs,'! and 
Labat!? preferred the lateral approach to the 
now widely used midline technic. There are 
circumstances in which the lateral approach 
is preferable if not imperative. One in which 
it is preferable is in the elderly patient whose 
spine has undergone arthritic changes or is 
unable because of disease, such as a fractured 
hip, to flex enough to allow the spinal needle 
to pass readily between the spinous processes. 


I have used the lateral approach for spinal 
anesthesia as the technic of choice for over 
five years and firmly believe it to be superior 
in many respects to the conventional midline 
technic. 


Instead of making the wheal exactly in the 
midline, the wheal is made 1.5-2.0 cm. lateral 
to the midline opposite the desired inter- 
space. The spinal needle is advanced through 
the wheal at an angle of about 10 degrees 
from the midline neither cephalad nor cau- 
dad. Relatively little resistance is encoun- 
tered until the ligamentum flavum is pierced, 
at which point the tip of the needle is close 
to the midline and slow gentle advance is 


FIG. 1 


Lateral approach for spinal puncture. 
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made for a few millimeters into the subdural 
space (Figure 1). The point of the needle is 
then just lateral to the supraspinous and inter- 
spinous ligaments penetrating the ligamentum 
flavum and the dura at the midline. If bony 
resistance is encountered in using the lateral 
technic it is usually the vertebral arch and 
the needle can be gently “walked” cephalad 
or caudad until the ligamentum flavum is 
pierced and the dural space entered. The 
advantages of the lateral approach are: 

(1) Less pain to the patient since this approach 

is less sensitive. 


(2) In obese patients that have no palpable land- 
marks the needle can be “walked” into the 
space. 


(3) Flexion of the spine is not required, especially 
in patients with arthritis so common in the 
elderly, in the patient who has had a spinal 
fusion, or in the prone position. 


(4) It may be used at any level of the vertebral 
column. 


(5) For continuous spinal or continuous epidural 
anesthesia it sometimes facilitates entry of the 
relatively large (No. 16 or No. 17) inflexible 
Huber point needle through which the plastic 
tubing is passed in the continuous technic. 

(6) No person is needed to hold the patient in 
position since flexion is not necessary; in fact, 
it can be used with but little cooperation from 
the patient. 

Those who have not tried the lateral ap- 
proach will find, after using it routinely for 
a number of patients, that it is superior in 
many ways to the commonly used midline 
approach. Regardless of what anesthetic drug 
or technic is chosen the anesthesiologist for 
the elderly will do well to keep in mind the 
senescent changes. 


Regional anesthesia is a valuable means 
of producing analgesia in the elderly patient 
for several reasons: There is little physio- 
logical disturbance, the pain threshold is 
higher than in the younger patient. Many 
surgical operations on the extremities can 
be done under regional or local anesthesia. 
A block for inguinal hernia repair or other 
extra-abdominal procedures is easily carried 
out. If reasonable care in asepsis is used 
there is little chance of infection. If too much 
anesthetic solution is not used and if it is 
injected outside the field of operation, there 
is no troublesome distortion of tissue in the 
surgical area. Some say healing is not as rapid 
in regional or local anesthesia, but most au- 
thorities do not believe healing is materially 
retarded. 


ligamentum flavum +5 
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Any of the volatile agents and technics or 
ultra short acting intravenous drugs accept- 
able for general anesthesia can be used for 
the aged. They must be used in smaller 
amounts and with care and skill because the 
margin of safety is not as great as in the 
younger patient due to the altered physio- 
logical response and anatomical changes 
present in the elderly patient. 


Comments 


In the management of anesthesia in the 
elderly the following broad principles ap- 
ply: 


Preoperatively 
(1) Minimal premedication 
(2) Restorative therapy before anesthesia 
a. Hydration and blood replacement 
b. Regulation of cardiac reserve 
c. Nutrition and vitamin replacement 
d. Antibiotics if indicated 
During Anesthesia and Surgery 
(1) Adequate oxygenation 
(2) Minimum amount of the anesthetic agent re- 
quired 
(3) If general anesthesia 
a. Smooth induction 
b. Even plane anesthesia—not swinging from 
light to deep 
c. Light plane anesthesia 
d. Non-irritating drugs 
e. Rapid recovery from anesthesia 
(4) Replacement of blood as lost—fluid balance 


(5) Stable blood pressure 
anesthesia, if necessary 


vasopressors for spinal 


(6) Short surgerv—minimum that case requires 
(7) Avoid radical positions—worst are: 
a. Lithotomy 
b. Trendelenberg 
c. Kidney position 
Postoperative Care 
(1) Frequent moving 
(2) Early ambulation 


(3) Scrupulous hygiene of respiratory tract 
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(4) Avoid over sedation—intercostal block for ab- 
dominal pain 
(5) Conscientious sympathetic nursing care 


Summary 


The problem of geriatric anesthesia re- 
solves itself fundamentally to the choice of 
the least harmful agent and technic available 
which will fulfill the surgical requirements 
for the particular patient. Low spinal anes- 
thesia fulfills these requirements for many 
surgical procedures in the elderly patient. 
The skill and experience of the anesthesiolo- 
gist is the important factor and not the 
agent or method. Each patient must be con- 
sidered on an individual basis and the in- 
ternist, surgeon, and the anesthesiologist 
must pool their resources to provide a suc- 
cessful outcome. 
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Hypaque: An Improved Medium for Excretory 
Urography. A Preliminary Report of 210 Cases* 


THOMAS D. MOORE, M.D., and RAYMOND F. MAYER, M.D.+ 


Memphis, Tenn. 


A new medium for excretory urography shows promise of better 
results with lesser and fewer untoward side reactions. 


SINCE THE ORIGINAL ATTEMPT of Rowntree, 
et al.’ to obtain an excretory urogram after 
the intravenous injection of a massive dose 
of sodium iodide a number of agents have 
been developed for this purpose. Among the 
more recent ones are iodopyracet (Diodrast),? ° 
sodium iodomethamate (Neo-lopax)* and 
sodium acetrizoate (Urokon).* All of these 
have been used extensively with varying de- 
grees of satisfaction. 

It may be stated, however, that the ideal 
excretory urographic medium has yet to be 
developed. All of these preparations may have 
certain undesirable effects among which are 
systemic reactions, which are usually mild 
but may be serious or even fatal, the pain of 
injection, vein cramp, and_ unsatisfactory 
films due to poor concentration of the radio- 
paque medium. 


An ideal medium for excretory urography 
might be defined as an inert substance which 
can be injected intravenously in a solution 
of sufficient concentration to give a high 
degree of radiopacity as it is rapidly excreted 
by the kidnev and which has a low degree 
of toxicity or none. The injection should 
not produce vein cramp, and it should be 
of such low toxicity that it could be injected 
intravenously with impunity from the stand- 
point of systemic reactions. There should be 
no more fear of introducing it into the cir- 
culation than one would feel with injecting 
the same amount of physiological saline so- 
lution. It is quite possible that the production 
of such an ideal substance may never be 


*Read before the Section on Urology, Southern Medical 
Association, Fortv-Eighth Annual Meeting, St. Louis, Mo.. 
November 8-11, 1954. 

*“The valuable assistance of Dr. Amir Jabbar Tawfik, Resi- 
dent in Urology at the John Gaston Hospital, and Martha 
Dunavant Storz, x-ray technician at the Moore Clinic, is 
gratefully acknowledged. 


+From the Moore Clinic and the John Gaston Hospital, 
University of Tennessee College of Medicine, Memphis, Tenn. 


achieved but any improvement toward such 
an ideal is progress and should be enthu- 
siastically received by urologists and roent- 
genologists alike. 

Hypaque,z the new radiopaque excretory 
urographic medium presented for the first 
time in this preliminary report of its use in 
210 cases, appears to represent substantial 
progress toward the ideal medium for excre- 
tory urography. 


Chemistry and Toxicity 


Hypaque Sodium (brand of diatrizoate 
sodium) is sodium 3, 5-diacetamido-2, 4, 6- 
tri-iodobenzoate with a 
molecular weight of 636.0. It contains 59.87 
per cent iodine and is highly water soluble. 

Pharmacodynamic studies? in mice, rats, 
cats, dogs, and monkeys have demonstrated 
that Hypaque has excellent urographic prop- 
erties, very low toxicity and a high degree of 
tolerance. Studies of acute toxicity after intra- 
venous injection in mice, rats and cats show 
the L.D.;, of Hypaque to be about 10,000- 
12,600 mg./Kg. Studies of subacute and 
chronic toxicity after intravenous administra- 
tion in rats and monkeys in daily doses of 
2,000-4,000 mg./Kg. have revealed no ill ef- 
fects due to Hypaque. 


Excretion of Hypaque 


Hypaque is excreted almost entirely through 
the kidney following intravenous adminis- 
tration. The rate of excretion is rapid since 
most of the drug is eliminated within two 
hours and over 90 per cent, on the average, 
is excreted within 24 hours. Isolation and 
chemical analysis of the excretion product 
indicates that Hypaque is excreted unchanged. 


tHvpaque Sodium, brand of diatrizoate sodium, Winthrop. 
Stearns, Inc., New York, N. Y. 
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Clinical Use 


Excretory Urographic Technic. The tech- 
nic of obtaining excretory urograms is of 
great importance as it largely determines 
whether the resulting films are satisfactory 
for accurate interpretation regardless of the 
medium employed. The most important fac- 
tors to be considered in this connection are: 


A. Preparation of Patient. A preliminary 
laxative is usually given the night before the 
urogram is contemplated. Although castor oil 
is commonly employed for this purpose we 
have found 2 Gm. each of compound licorice 
powder and heavy magnesium oxide stirred 
in one-half glass of water a far more pleasant 
preparation and just about as efficient for the 
elimination from films of confusing intestinal 
shadows. 

There is convincing evidence that the with- 
holding of fluids overnight or for about 12 
hours is conducive to a lesser degree of dilu- 
tion of the radiopaque medium in the collect- 


FIG. 1 


Normal urogram. Note that the medium has been excreted 
in sufficient density for visualization of the terminal col- 
lecting tubules in the renal papillae. 
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ing system of the kidney, resulting in more 
dense shadows of the upper urinary tract 
including the shadow of the entire kidney 
or nephrogram. Dehydration has been rou- 
tinely used with a few exceptions. In cases in 
which fluids have not been withheld Hypaque 
is excreted earlier and in lesser concentration. 

Each patient’s history of sensitivity or al- 
lergy particularly to excretory urographic 
media is carefully recorded. Sensitivity tests 
consist routinely of 0.1 cc. intradermal and 
1 cc. intravenous injections prior to the full 
diagnostic dose of 30 cc. of Hypaque, 50 per 
cent solution. 


B. Rate of Injection. It has been noted 
that films are somewhat more satisfactory 
when the rate of injection is from two to four 
minutes. With three minutes as the optimum 
rate of injection of 30 cc. of Hypaque, side 
reactions are virtually absent. When the in- 
jection is made in one minute or less the 
urographic details may not be as well de- 


Urogram obtained 30 minutes following injection of Hy- 
paque. Note that all shadows in the lower pelvic region 
are excluded. 


| FIG. 2 
j » ~ 


VOLUME 48 


fined, the optimum time for the exposure 
of the film is definitely restricted and may 
be missed, and the likelihood of minor sys- 
temic reactions is definitely increased. 


C. Use of Compression. The information 
provided by an excretory urogram falls in 
two categories: (a) the study of each kidney 
from a functional standpoint and (b) the 
roentgen appearance of the outline of the 
collecting system, or pyelogram. At the outset 
the relative importance of these should be 
determined as the technic employed may be 
altered, depending upon the primary objec- 
tive. If functional data is considered the more 
important, perhaps the use of compression 
may be omitted because of its possible inter- 
ference with physiological processes involving 
not only the renal parenchyma but with 
motility of the collecting system. On the other 
hand, in most cases the main purpose of ob- 
taining an excretory urogram is the pyelo- 
graphic outline and which, needless to state, 
should be as well defined as can possibly be 
produced by this means. With this concept 
in mind there is abundant evidence that ade- 
quate compression of the ureters serves to 
promote the retention in the upper urinary 
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tract of enough media to provide excellent 
outline of the calyces, pelves and upper ureters 
if the functional condition of these organs, 
one or both, permit excretion of the medium 
in sufficient concentration. In rare instances 
it is conceivable that the production of a 
dependable pyelographic outline might be 
sacrificed for the sake of visual functional 
information. Where this is true the urogram 
should either be repeated, employing com- 
pression, for the purpose of obtaining a satis- 
factory outline of the collecting system or 
else one should resort to retrograde pyelog- 
raphy. 

Satisfactory compression is obtained by em- 
ploying some nonopaque mass of adequate 
size such as a small bag of cork about the size 
of a grapefruit or three folded towels placed 
beneath the compression binder of the Bucky 
diaphragm. Snug compression is applied after 
completion of the injection and is released 
an instant before the first film is obtained, 
which is usually after a lapse of 10 to 15 
minutes when dehydration of the patient has 
been a part of the preparatory measures. 
Compression is reapplied immediately after 
the first film is taken and a second film is 


FIG. 3 


Urogram obtained 15 minutes after the injection of Hypaque revealed normal function and outline on the right and 
marked impairment of function on left. Films exposed later up to 50 minutes on left, ultimately disclosed the typical 
changes of renal tuberculosis with an abscess adjacent to middle calyx. 
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obtained 10 minutes later. In the presence 
of normal renal function one or both ureters 
as well as the urinary bladder have usually 
been visualized clearly and completely, in 
addition to the renal pelves and calyces, when 
Hypaque is employed. 

If one has any doubts about the value of 
compression it is suggested that after using 
compression on the first film it be omitted 
for the second film, then reapplied for five to 
10 minutes before obtaining a third film. 
Such a series will portray beyond question 
the value of compression. However, in the 
presence of obstructive lesions at the uretero- 
pelvic juncture or along the ureters the use 
of compression may not be necessary. 


D. Observation of Films as Processed. 
Films may be observed to great advantage 
during their processing in the darkroom. One 
is enabled to determine early if impaired 
renal function exists:in one or both sides and 
the spacing of future exposure of films can be 
much more intelligently estimated. 


FIG. 4 


Urogram obtained 25 minutes after injection of Hypaque. 
Note typical outline on left of renal tumor. 
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E. Adequate Roentgen and Darkroom 
Technics. It is fundamental that careful dark- 
room technic be carried out if good films are 
to be obtained. We refer particularly to the 
absence of light leaks, the avoidance of under 
and over development of films, and the use 
of carefully prepared developing solution of 
sufficient freshness and proper temperature. 
Satisfactory films vary in direct proportion 
to the care taken in engaging the proper 
roentgen setting for the individual patient. 
It is just as important to avoid under or over 
exposure of films as to avoid under or over 
development. For obvious reasons any rule 
regarding this is impractical as it varies with 
the type and capacity of the roentgen equip- 
ment in use. 


Clinical Results 


Hypaque has been used as the excretory 
urographic medium in 210 unselected suc- 
cessive patients (99 males, 111 females) 
ranging in age from five to 90 years. Ap- 
proximately 100 of them were private patients 
at the Moore Clinic where an experienced 
x-ray technician took the films, and 110 were 
charity patients (80 per cent Negroes) at the 
John Gaston Hospital where the in-training 
technicians changed frequently. 


Quality of Roentgenograms. Representa- 
tive excretory urograms obtained with Hy- 
paque with pertinent clinical comments are 
shown in figures | to 4. The quality of excre- 
tory urograms with this medium has been 
satisfactory for diagnostic purposes in a high 
percentage of films as shown in table 1. 

The disparity in results between the two 
hospitals is accounted for by the difference 
between a highly experienced x-ray technician 
and one in training or inexperienced. There- 


TABLE 1 
QUALITY OF EXCRETORY UROGRAMS WITH 
HYPAQUE 
Grade Moore Clinic Gaston Hospital Total 
of Films* No. Films No. Films No. Films 
Excellent 83 74 157 (74.8%) 
Good 14 24 38 (18.1%) 
Poor 3 12 15 ( 7.1%) 
100 110 210 


*“Excellent’” and “Good"’ urograms indicate excretory uro- 
graphic films with excellent and good delineation of shadows 
and details, respectively, which were satisfactory for diagnostic 
purposes. ‘Poor’ indicates delineation of details was insuffi- 
cient for diagnostic purposes and retrograde pyelography was 
necessary to confirm or supplement the diagnosis. 
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fore, the results at the Moore Clinic with 
97 per cent satisfactory diagnostic excretory 
urograms are probably nearer to actual re- 
sults obtainable in other centers where a 
trained x-ray technician is available. In any 
case the 88 per cent satisfactory diagnostic 
excretory urograms at the John Gaston Hos- 
pital, where x-ray technicians are in training, 
or the combined 92.9 per cent satisfactory 
excretory urograms for both hospitals indi- 
cates a significant percentage of satisfactory 
diagnostic films with Hypaque as the excre- 
tory urographic medium. 


In this series of 210 cases a positive diag- 
nosis involving the upper urinary tract as 
the cause of the complaint was made in 58 
patients, a negative diagnosis excluding the 
upper urinary tract was made in 147 patients, 
and a confirmatory retrograde pyelogram was 
obtained in only 15 patients. Of the 15 retro- 
grade pyelograms four were necessary for diag- 
nosis, 11 confirmed the excretory urogram 
with no additional information; in one case 
a retrograde pyelogram was unsatisfactory 
whereas the excretory urogram established 
the positive diagnosis. This latter patient had 
an obstruction in the ureter at the brim of 
the bony pelvis which prevented the passage 
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of the catheter and also the injection of the 
retrograde radiopaque solution whereas an 
excretory urogram with Hypaque gave a satis- 
factory diagnostic film (Figure 5). 

Films were carefully observed during their 
processing in the dark room to d-termine 
the spacing of future exposures. All series of 
films were examined and the time of the best 
urogram of each patient was recorded (Table 
2). 

Minor Side Effects. In addition to the 
excellent quality of excretory urograms ob- 
tained with Hypaque the virtual absence of 
major side effects and the small percentage 
of minor side effects were notable. The com- 
plete absence of vein cramp with Hypaque 
in this series is of particular interest since 
with most other media, with the exception 
of Diodrast, vein cramp is often experienced. 


TABLE 2 


HYPAQUE—TIME OF BEST FILLING EXCRETORY 
UROGRAMS 


Time Minutes Total 
5 10 15 20 25 30 40 50 604+- 
Number 17 39 15 64 39 20 8 3 5 210 


FIG. 5 


(A) Serial films revealing impassable obstruction to catheter and fluid media at level of brim of bony pelvis, left. (B) 
Urogram obtained with Hypaque disclosing absence of organic obstruction in ureter. Note mild degree of pyelectasis, left. 
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TABLE 3 


HYPAQUE—RATE a INJECTION AND INCIDENCE 
OF SIDE EFFECTS 


Time Totals 
Minutes 3 1 2 3 4 5 10 
Total patients 2 89 20 65 16 114 4 210 ( 100%) 
Patients without 
side effects 2 74 13 62 16 I1 4 182 (86.7%) 
Patients with 
side effects 15 3 3 
Nausea 4 4 2 
Vomiting 8 1 
Excessive 
salivation 1 
Flushing 
Dizziness l ig 
Urticaria 1 
Muscle 
twitching 


28 (13.3%) 


*Vasomotor reaction occurred in five patients. Blood pressure 
dropped slightly and was normal again within 30 minutes 
at most. 


Table 3 summarizes these minor side effects 
and indicates their relation to the rate of 
injection. 

Summary 


Clinical experience with a new excretory 
urographic medium, Hypaque, is presented 
in a preliminary report of 210 cases. 

The preparatory excretory urographic tech- 
nic includes a preliminary laxative, dehydra- 
tion, and intradermal and intravenous sensi- 
tivity tests. The intravenous injection of 30 
cc. of Hypaque, 50 per cent solution, has an 
optimum injection time of three minutes. 
Compression and the observation of films as 
processed are done routinely. 


The quality of the excretory urograms ob- 
tained with this medium was excellent with 
195 films (92.9 per cent) graded as satisfac- 
tory for diagnostic purposes. Only minor side 
effects occurred in 13.3 per cent of the cases 
including nausea, vomiting, excessive saliva- 
tion, flushing, dizziness, urticaria and mus- 
cular twitching. The majority of these minor 
side effects occurred when the injection rate 
was rapid, i.e. 30 cc. in one or two minutes, 
whereas when the rate of injection was three 
minutes or more the incidence of side effects 
was minimal. The complete absence of vein 
cramp was notable. There were virtually no 
vasomotor reactions, and none of the patients 
complained of bitter (metallic) taste in con- 
trast to that commonly observed with some 
other excretory media. 


In the majority of cases with normal renal 
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function the best urogram was obtained in 
from 10 to 20 minutes after injection of 
Hypaque. 

The high percentage of excellent films 
with a low rate of mild reactions makes Hy- 
paque a useful addition to the diagnostic 
resources of the urologist and roentgenolo- 
gist.* 


*Since completing this manuscript the authors have used 
Hvpaque in an additional 154 cases with substantially the 
same results as noted in this paper. 
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Discussion (Abstract) 


Dr. John B. Nuckolls, Jackson, Tenn. As usual 
Drs. Moore and Mayer have given us a paper that 
is informative and practical. For several years I have 
used a similar technic with such gratifying results 
that most of my pyelographic problems are solved 
by this method. I reserve retrograde pyelography for 
some specific purpose such as for confirmation or to 
complete a picture. It has been necessary for me to 
point out to the patient that “nothing by mouth” 
means not even a sip of coffee or water. As Dr. Moore 
indicates, one needs only to employ compression 
properly to be convinced of its merits. I try to be 
present and supervise not only the timing of the 
intervals between films but the position of the pa- 
tient. Frequently a semilateral, upright or delayed 
film will add a great deal of information to the 
study. In short, it seems to me that the excretory 
urogram should be a “tailor-made” rather than an 
“assembly-line” product. 


When I accepted the invitation to discuss this 
paper I requested permission to see some of the films 
of Dr. Moore's series. I was shown about a dozen 
that were taken at random from the files, They were of 
such superior quality that I requested a supply of Hy- 
paque from Winthrop-Stearns and I have now used this 
material in about 20 cases. In every instance where 
the patient was properly prepared and dehydrated 
excellent urograms were obtained. The material was 
given over a period of about 3 or 4 minutes and, 
except for one single incidence of excessive sali- 
vation accompanied by nausea, the patients were 
free of any uncomfortable sensations that could be 
attributed to Hypaque. There is little doubt that 
Hypaque represents a definite step forward in ex- 
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cretory urography and when used as Dr. Moore 
advises superb films of “retrograde quality” may be 
expected in the great majority of cases. 

Since Hypaque has such a low incidence of side 
effects there may be a tendency to neglect the pre- 
cautionary measures that have been advocated. Dr. 
Moore warns that we should still check the patient’s 
history for sensitivity or allergy particularly to ex- 
cretory urographic media. It would be unfortunate 
indeed if this promising product should fall into 
disrepute through the lack of this precaution. 


Dr. W. W. Sawtelle, San Antonio, Tex. Drs. Moore 
and Mayer have presented a very thorough clinical 
evaluation of Hypaque. Little more can be added to 
their presentation other than to confirm their find- 
ings and possibly add a few personal observations. 
The introduction of a new medium for excretory 
urography produces an almost uniform reaction among 
urologists the country over. It is usually a reaction 
of enthusiastic interest tempered with understandable 
skepticism since, as Dr. Moore has pointed out, 
the ideal medium for excretory urography has yet 
to be developed. But we agree with him, Hypaque 
appears to represent a substantial step in that di- 
rection. 


To date we have used Hypaque in 60 unselected 
successive patients in our office practice and in the 
out-patient clinic of Brooke Army Hospital, ranging 
in age from 3 to 75 years. Ninety per cent of the 
films fall in Dr. Moore’s classification of excellent 
or good. Three minutes has proved to be the ideal 
injection time and the 10- and 15-minute films were 
consistently the most definitive in this series. There 
were no serious systemic reactions and only two 
patients complained of mild flushing. Two of the 
patients in this series had a history of severe reaction 
to another intravenous medium within the past year. 
One relatively serious reaction has been reported 
by Dr. Fuqua at Baylor University Hospital in 
Dallas. After completion of the injection the patient 
had a sudden drop in blood pressure, profuse sweat- 
ing and a weak, thready pulse. He responded promptly 
to intravenous Benadryl and oxygen and the sub- 
sequent films showed excellent visualization of the 
upper urinary tract. 

Since urologists frequently are forced to make films 
on short notice in office practice, we were particularly 
interested in those films made without preparation. 
They were uniformly better than one would have 
expected from past experience with excretory 


urography. The same was true of films made in 
patients with mild elevation of the blood urea 
nitrogen. 
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Our experience with this new medium has been 
of short duration and with a relatively small series 
of cases but in general it has confirmed the obser- 
vations by Drs. Moore and Mayer. 


Dr. Hjalmar E. Carlson, Kansas City, Mo. A few 
years ago I called attention to the fact that we could 
test compression by having the patient first supine 
on the table and then putting him in a standing 
position. If compression is adequate a good pyelogram 
can be obtained in the erect position. At that time 
our compression was insufficient to hold back the 
Hypaque. Unless the compression is adequate it is 
better to place the patient in a supine position and 
then have him erect. 

The importance of time and temperature in the 
exposure and development of pyelograms is not to 
be underestimated, and especially for intravenous 
pyelograms. Some of the best films I have seen have 
been developed by a blind veteran who depended 
entirely on the temperature and the time. 


Dr. Moore (closing). 1 appreciate the discussion, 
and I shall try to answer some of the questions that 
were raised. 

Dr. Nuckolls has asked in what way Hypaque 
Sodium differs from Urokon Sodium. It is true that 
these compounds are closely related chemically but 
there are some distinct differences which are worthy 
of mention. Hypaque Sodium is diatrizoate sodium 
having a molecular weight of 635.92 and contains 
59.87 per cent iodine in a 50 per cent solution with 
the standard 30 cc. dose containing 15 grams of 
Hypaque or 8.9 grams of iodine. The specific gravity 
of this solution of Hypaque Sodium is 1.3217. In 
comparison Urokon Sodium has a molecular weight 
of 578.9 and contains 65.8 per cent iodine with the 
standard 25 cc. dose of 30 per cent solution containing 
12.5 grams of Urokon or 5.1 grams of iodine. Further- 
more, it has been established that experimentally 
the minimum lethal dose of Hypaque Sodium is 
approximately 12,600 mg./Kg. whereas that of Urokon 
Sodium is approximately 7,950 mg./Kg. These figures 
were obtained in the same strain of mice and under 
identical conditions of the rate of injection. This 
latter point, of course, is of great importance. The 
significant difference in the toxicity indicates that 
Hypaque is from 25 to 40 per cent less toxic than 
Urokon. 


I greatly appreciate the liberal discussion and am 
gratified to note the favorable impression gained by 
others who have had clinical experience with this 
improved radiopaque medium. 
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Eclampsia: A Review of 173 Cases Studied at 


St. Louis Maternity Hospital* 


ALFRED I. SHERMAN, M.D..7 St. Louis, Mo., and 
ROBERT M. RUCH, M.D. Memphis, Tenn. 


Eclampsia, though of lesser incidence than in the past, still is a serious complication of 
pregnancy. The proper management reflects itself in lower maternal and fetal mortality rates. 


THE SERIOUSNESS OF ECLAMPSIA In pregnancy, 
even though it is relatively infrequent, de- 
mands its constant consideration. Reviews 
evaluating trends in incidence, treatment and 
results spanning long periods of time are, 
therefore, important. With this in mind, all 
cases of eclampsia at the St. Louis Maternity 
Hospital from 1927 to 1954 were reviewed. 
Each was considered for fulfillment of criteria 
for the diagnosis of eclampsia. 


Definition 


During this period there have been 165 
cases fulfilling the criteria for the diagnosis 
of eclampsia. This was considered a_ toxic 
state in a previously normal individual oc- 
curring during the latter part of pregnancy 
and manifested by hypertension, proteinuria, 
edema and typical convulsions followed by 
coma. In addition, there are three cases ful- 
filling the other criteria, but without con- 
vulsions and considered as eclampsia on the 
basis of typical postmortem findings. Not in- 
cluded above are also five additional cases 
of “superimposed” eclampsia. Four of these 
occurred in patients known to have had pre- 
existing hypertension and one with pre- 
existing chronic glomerulonephritis. Because 
of their pre-existing symptoms and _ possible 
ditference in prognoses, these five cases are 
excluded from the subsequent statistics (Table 
1). 

Incidence 


The distribution of the cases is consistent 
with statistics presented from other institu- 
tions (Table 2). Of a total of 61,846 deliveries, 
there were 173 cases of eclampsia; an inci- 


*Read before the Section on Obstetrics, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 

tAssistant Professor of Obstetrics and Gynecology, Wash- 
ington University School of Medicine. 

tAssistant Instructor of Obstetrics and Gynecology, Univer- 
sity of Tennessee College of Medicine. 


dence of one in every 358 deliveries. As nearly 
as can be determined, there was an incidence 
of one for each 760 private deliveries in con- 
trast to one for each 220 clinic deliveries. 
This emphasizes the association of the eco- 
nomic and dietary factors involved with 
eclampsia. 

Since the census of deliveries among colored 
and white for this entire period is not avail- 
able, the frequency of occurrence is, therefore, 
not known. However, of the 168 cases of 
eclampsia 59 occurred in colored patients and 
109 in white. 

The ages of the eclamptics ranged from 
13 to 42 with 43 per cent under 20 years 
of age. Among the 168 cases 80 per cent were 
primigravidae. Such high frequencies of 
eclampsia with the young and primigravidae 
are generally consistent with the available 
Statistics on eclampsia. 

Figure | graphically illustrates the grad- 
ually decreasing incidence of eclampsia at 
this institution. It has been stated by many 
that eclampsia is a preventable disease. Cer- 
tainly such a definite drop in incidence im- 
presses one with this possibility. The respon- 
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sibility for this decline in incidence probably 
lies in the greater awareness and more active 
treatment of the milder toxemias of preg- 
nancy. If so, is eclampsia, therefore, the re- 
sult of inadequate prenatal care? 

Although adequate prenatal care is diffi- 
cult to define, it was considered as two or 
more visits to the physician or clinic with 
observation late in pregnancy. By this very 
lenient definition, however, 128 or 76.2 per 
cent of this series developed eclampsia despite 
“adequate” care (Table 3). It is interesting 
to note how frequently the signs and symp- 
toms of toxemia developed just prior to the 
onset of convulsions (Table 4). An elevated 
blood pressure, albuminuria, excessive 
weight gain, or eye disturbances as suspicious 
signs were known to have existed less than 
one week in 56 (33 per cent) of the 168 cases 
prior to convulsions and less than two weeks 
in 80 (47.6 per cent). In a few cases no 
suspicious findings were evident within 48 
hours of the convulsions. Such rapidity for 
the onset of convulsions following the de- 
velopment of signs and symptoms and the 
high incidence among cases with ‘‘adequate” 
supervision indicates that prenatal care can- 
not invariably be successful in eliminating 
eclampsia. However, the decrease in inci- 
dence following good prenatal observation 
} and the institution of prompt prophylactic 
treatment is convincing that the occurrence 
of eclampsia can be greatly decreased. Per- 


TABLE 1 
CLASSIFICATION 


ECLAMPSIA: A REVIEW OF 173 CASES—Sherman and Ruch 


Eclampsia Deaths Per 
Number Number Cent 
Ecdlampsia with convulsions 165 12 7.3 
Eclampsia without convulsions 3 3 100.0 
Eclampsia superimposed on preexisting 
essential vascular hypertension 4 0 0 
Fclampsia superimposed on preexisting 
nephritis 1 0 0 
Total 173 15 8.7 
Total deliveries 61,846 
Total incidence of eclampsia 0.28% 
TABLE 2 
7 DISTRIBUTION 
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haps, more than just “adequate” prenatal 
care is justified in certain cases such as the 
young primigravidae and similarly the insti- 
tution of earlier more active treatment for 
the mild toxemic cases may justify the time 
and expense it involves. 

The association of eclampsia with the third 
trimester of pregnancy was confirmed by the 
presence of only eight cases occurring prior 
to thirty weeks of gestation. 

In addition to its association with essential 
vascular hypertension, and chronic glomeru- 
lonephritis in this series eclampsia occurred 
in 10 cases of twin pregnancies. No associa- 
tion with diabetes, polyhydramnios, congeni- 
tal anomalies, hydatidiform mole or chorion- 
epitheliomas occurred. Most interesting is the 
complete absence of eclampsia among dia- 
betics. Although the total number of preg- 
nant diabetics at St. Louis Maternity Hos- 
pital is not known, over a 10-year period 46 
deliveries of diabetic mothers occurred and 
74 per cent of this group had some degree of 
toxemia. Yet, not one of this smaller series 
or the larger unknown group developed 
eclampsia. This indicates that although the 
toxemic features are demonstrated by the 
same manifestations there may, nevertheless, 
be a basic difference in the disease. 

Similarly the incidence of only four cases 
of eclampsia superimposed on known hyper- 
tension is of interest in view of the predilec- 


TABLE 3 
PRENATAL CARE 


Clinic patients 


Private patients 46 White patients 


Total 168 


122 Colored patients 59 Primigravidae 136 
109 Multiparas $2 


168 168 


Number Per Cent 
“Adequate” prenatal care 66.1 
“‘Adequate”’ prenatal care by local physician 17 10.1 
Inadequate care 40 23.8 
Total 168 
TABLE 4 
DURATION OF SYMPTOMS BEFORE ONSET OF 
CONVULSION 
Number Per Cent 
Unknown 62 36.9 
Less than one week 56 33.3 
Less than two weeks 24 14.3 
Less than three weeks 7 4.1 
Less than four weeks 6 3.6 
Less than five weeks 5 2.9 
Less than six weeks 5 2.9 
Eight weeks or more 3 1.8 


Total 168 


| 
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tion of the latter group to develop toxic 
manifestations. The exact number of deliv- 
eries of known essential vascular hyperten- 
sives at this hospital is also unknown. During 
the same 10-year period, however, 48 cases 
occurred of which 46 per cent had super- 
imposed toxemia. The occurrence of only 
four cases of superimposed eclampsia in the 
whole 27 years seems no more than the ex- 
pected incidence of the over-all pregnancy 
group. Here again, therefore, one sees preg- 
nancy in hypertensive patients causing the 
signs and symptoms identical with those at- 
tributed to the toxemia associated with 
eclampsia, yet basically different. Otherwise, 
this lack of increased incidence in these pa- 
tients cannot be explained. The single oc- 
currence of eclampsia in a_ patient with 
chronic nephritis must be considered in the 
same manner. 


Mortality 


Despite the drop in incidence, the maternal 
mortality rate resulting from eclampsia re- 
mains high. Of the 168 cases in this series, 
there were 15 deaths, an uncorrected inci- 
dence of one death in 11 cases. To be sure, 
this incidence can be reduced by eliminating 
those who entered the hospital shortly be- 
fore death and were considered hopeless. Such 
corrections cannot help but cause confusion 
because of the inability to define such cases. 
Comparing the death rate in the past 10 
years in this series, there has been a drop 
from 9.9 to 6.5 per cent. Admittedly this 
is a small reduction but since there has 
been so little over-all improvement in mor- 
tality rates in eclamptics throughout the 
country in the last one hundred years it 
seems worthwhile to attempt to isolate rea- 
sons for this drop. 


First in a consideration of the general fac- 
tors it has been shown that the incidence 
of eclampsia is greatest among clinic and 
colored patients and yet the mortality rates 
are surprisingly similar in all groups (Table 
5). On the other hand, though the incidence 
is greatest among the younger patients the 
mortality rate seems affected by age. Of the 
72 cases under 20 years of age the mortality 
rate was 5.5 per cent. In the group over 40 
this rate was 33 per cent. No relationship 
to mortality could be demonstrated with the 
duration of pregnancy at the onset of con- 
vulsions; there was an 11.7 per cent mortality 
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in those under 38 weeks and 10.5 per cent 
in the group over 38 weeks gestation. 


Treatment and Prognosis 


Next in consideration of therapeutic man- 
agement, a review of the literature demon- 
strates the absence of a satisfactory impres- 
sion as to the therapeutic approach. Con- 
siderable controversy has existed as to when 
and how delivery should be accomplished 
relative to the convulsions or their control. 
Twenty-five per cent of the 168 cases of this 
series were “postpartum eclamptics” whose 
convulsions began after delivery. There were 
no deaths in this group, tending to confirm 
the belief that postpartum eclampsia is a 
milder disease with less consequence. 


This does not mean, however, that de- 
livery of the fetus is all important in the 
treatment and that the mother is out of 
danger once delivered. Of 97 patients in whom 
labor was not induced but who spontaneously 
delivered, there were six deaths or 6.2 per 
cent. In the group of 45 patients with labor 
induced the mortality rate was 6.6 per cent. 
The induction of labor in this group, there- 
fore, did not improve the mortality rate. 
Active interference by cesarean section, how- 
ever, was detrimental as demonstrated by a 
13 per cent mortality. There are other indi- 
cations which show that traumatic interfer- 
ence in delivering these women is detrimen- 
tal. There were 11 patients considered to have 
had traumatic vaginal deliveries because of 
high forceps application, versions or cervical 
incisions with two deaths. Combined with 
the cesarean section cases the mortality rate 
for active surgical interference in eclamptic 
patients is rather high (14.7 per cent) 
(Table 6). 


Except for the three patients undelivered 
at death and three without convulsions diag- 


TABLE 5 
MORTALITY RATES 


Eclamptics Deaths 
Number Per Cent Number Per Cent 

Clinic patients 122 72.6 11 9.0 
Private patients 46 27.4 4 8.7 
Colored patients 59 35.2 5 8.5 
White patients 109 64.8 10 9.2 
Primigravidae 136 80.0 13 9.6 
Multiparas $2 20.0 2 6.3 
Twenty years of age orunder 72 43.0 4 5.5 
Over forty years of age 3 a 1 33 
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nosed at autopsy, all other deaths occurred 
when delivery was less than 24 hours after 
the onset of convulsions (Table 7). Two ex- 
planations for this phenomenon are possible. 
The patients who go into convulsions and 
deliver immediately may be of an_ excep- 
tionally severe toxemia. This was not borne 
out, however, in a review of their records. 
The second possibility is that these deliveries 
were accomplished before medical control 
was manifest. 


It is interesting that 44 patients had a 
blood pressure drop of at least 35 mm. 
diastolic within two hours of delivery. Not 
included in this group were many patients 
who received hypotensive drugs or procedures 
such as spinal or caudal anesthesia to explain 
the drop. Only 20 could possibly be explained 
on the basis of a cesarean section or trau- 
matic vaginal delivery. The prognosis in this 
group was poor with a mortality rate of 
18.2 per cent compared to 3.3 per cent in 
the group without marked blood pressure 
drop (Table 8). 


Several explanations for this grave prog- 
nostic sign of a “shock-like” state in an 
eclamptic patient have been suggested. Al- 
though the records of only two patients gave 
a definite diagnosis of such, abruption of the 


TABLE 6 


MORTALITY RATES IN INDUCED LABOR AND 
CESAREAN SECTION 


Eclampsia Deaths 

Number Per Cent Number Per Cent 
Inductions 45 26.9 3 6.6 
Non-Inductions 97 57.9 6 6.2 
Cesarean section 23 13.6 3 13 
Undelivered 3 1.8 3 100 
Total 168 15 

TABLE 7 

MORTALITY RATES RELATED TO DELIVERY AND 
CONVULSIONS 
Eclamptics Deaths 


Number Per Cent Number Per Cent 
Delivery within 24 hours of 


onset of convulsions 87 52.7 9 10.3 
Delivery more than 24 hours 

after onset of convulsions 31 19.9 0 0 
Delivery prior to onset 

of convulsions 44 26.6 0 0 
Undelivered 3 1.9 3 100 
Total 165 12 
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placenta is probably the most common reason. 
Hemorrhage into the adrenals has also been 
shown to cause a drop of pressure in the 
eclamptic patient. Cortical necrosis of the 
kidney is usually considered secondary to 
the sudden drop in pressure but some con- 
sider it as a result of the renal arteriolar 
spasm and consequently the cause of the 
drop in pressure. Even though the blood 
pressure of the eclamptic patient remains 
relatively high after a drop of 35 mm. be- 
cause of the associated vascular spasm, it is 
logical to expect an ischemia of many organs 
in the body after such a drop. It is probably 
this severe ischemia and anoxia in the body 
following such a drop which is responsible 
for the high mortality rate in these patients. 


Another clinical feature considered of prog- 
nostic value is the pulse rate. Review of our 
cases demonstrated that there was a marked 
fluctuation in the pulse rate at varying times. 
By far the larger group had counts over 120 
per minute at some time for a varying dura- 
tion during the active phase of their illness. 
No relationship of prognoses to pulse rate 
could be established. 


Many procedures have been incriminated 
as injurious for the eclamptic patient. Most 
of these evolve about the choice of a drug 
for sedation, anesthesia, the technic of its 
administration, and the form of hydration 
therapy. The true difficulty involved in evalu- 
ating any one of these factors is the combi- 
nation of the following facts: the number of 
patients seen in any one institution is small; 
the state of the disease varies markedly from 
patient to patient; and more than the one 
procedure is utilized in handling a patient. 


Combinations of drugs were usually ad- 
ministered in each case. However, it was 
possible to define the drug primarily used 
for sedation. In 117 patients the primary 
sedation for the control of the convulsions 


TABLE 8 

PROGNOSIS OF FALL IN BLOOD PRESSURE IN 
ECLAMPSIA 

Eclamptics Deaths 


Number Per Cent Number Per Cent 

Unexplained drop in B.P. 
(35 mm. or more diastolic) 44 26.2 8 18.2 
Minimal or no fallin B.P. 124 73.8 4 3.3 


Total 168 12 
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was magnesium sulphate, most frequently ad- 
ministered intramuscularly. The mortality 
rate in this group was 7.7 per cent. Forty-two 
received various barbiturates with a 4.7 per 
cent mortality. Only six patients received 
opiates as the main sedative with a mortality 
rate of 33 per cent. These figures are too 
small to define the drug of choice but indi- 
cate a preference for the barbiturates and 
certain reservations in the use of opiates. 
Generally, the barbiturates were found to 
produce a more heavy sedation than mag- 
nesium sulphate and have been more popular 
in recent years (Table 9). 

The control of the convulsions has been 
stressed by some. Less than five convulsions 
occurred in 138 patients, a mortality rate of 
5.8 per cent. Fifteen had six to 10 convulsions 
with a 6.6 per cent rate. Of 11 patients with 
more than 10 convulsions three died, raising 
the mortality rate to 27.3 per cent. One 
patient having 21 convulsions recovered. Cer- 
tainly this demonstrates the worse prognosis 
in the poorly controlled group and the need 
for perhaps heavier sedation in this group 
(Table 10). 

The selection of a drug for optimal con- 
trol of convulsions has been discussed fre- 
quently. Since so many of these patients re- 
ceived magnesium sulphate alone or in part 
it would be impossible to decide on its rela- 
tive merit for control of convulsions. How- 


TABLE 9 
SEDATION AND MORTALITY 


Type of Sedation Used Eclamptics Deaths 


Number Per Cent Number Per Cent 


Magnesium sulphate 117 69.6 9 7.7 
Barbiturates 42 25.3 2 4.7 
Opiates 6 3.5 2 33.0 
Unknown 3 1.8 2 
Total 168 15 

TABLE 10 


DEATHS RELATED TO NUMBER OF CONVULSIONS 


Number of Convulsions Eclamptics Deaths 
Number Per Cent Number Per Cent 

5 or less 138 82.2 8 5.8 

6-10 15 8.9 1 6.6 

11-15 ll 6.5 3 27.3 

21 1 0.7 0 0 

No convulsions 3 1.8 3 100 


Total 168 15 
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ever, when one considers that 95.2 per cent 
of 42 patients who were given sedation pri- 
marily with barbiturates had less than five 
convulsions as compared to 71.7 per cent of 
117 patients given magnesium sulphate, some 
benefit may be attributed to the use of bar- 
biturates, 

In the choice of anesthesia, an inhalation 
anesthetic was administered to 90 patients 
with a mortality rate of 5.5 per cent. Of the 
43 patients who had regional or conduction 
anesthesia 6.9 per cent died. The latter three 
patients all had caudals. There were four 
deaths or 12.5 per cent in the remaining 32 
who delivered without anesthesia or under 
twilight analgesia. From these figures the 
choice of anesthesia by itself did not seem 
to effect prognosis (Table 11). 

Hypertonic glucose solutions in the form 
of 10 per cent or more were administered 
to 85.7 per cent of the cases. It would, there- 
fore, be impossible to attempt any evaluation 
of the mortality rate based on this factor. 
The use of 5 per cent glucose solutions alone 
has only been adhered to in recent years. A 
9 per cent mortality rate occurred in the 
first group. The other two deaths occurred 
in patients on oral fluids (Table 12). 

Oliguria has always been regarded as a 
bad prognostic sign. Fifteen of the cases, 8.9 
per cent, had oliguria as defined by an out- 
put of less than 600 cc. in 24 hours. Three 
of these patients died, 20 per cent. One of 
these, however, did respond to 4,500 cc. ad- 


TABLE 11 
MORTALITY AND ANESTHESIA 

Type of Anesthesia Eclamptics Deaths 
for Delivery Number Per Cent Number Per Cent 
Inhalation 90 54.5 5 5.5 
Conduction 43 26.2 3 6.9 
None 32 19.3 + 12.5 
Total 165 12 

TABLE 12 


FLUID ADMINISTRATION AND MORTALITY RATE 


Type of Fluid Eclamptics Deaths 


Administration Number Per Cent Number Per Cent 
Hypertonic glucose solutions 144 85.8 13 9.0 
Glucose solution, 5% 6 3.6 0 0 
Oral fluids 18 10.6 2 11.0 
Total 168 15 
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ministered in less than 24 hours, with large 
amounts of urine of a good specific gravity 
before she died. The other two did not re- 
spond to 1,500 cc. of hypertonic glucose daily. 
Ten of the remaining 12 patients who re- 
sponded did so with 1,500 cc. of hypertonic 
glucose daily. The other two received 3,000 
cc. and 1,000 cc. respectively of 5 per cent 
glucose. Here again no conclusions can be 
drawn since only two patients in 15 did not 
have a diuresis. 

The fetal mortality in eclampsia has always 
been reported high. Three patients in this 
group died undelivered. There were 10 sets 
of twins giving 178 as the total number of 
babies. There were 134 live births. Forty-one 
died making a fetal mortality of 23.2 per cent 
(Table 13). This is consistent with other re- 
ports. In 13 cases the fetal heart was not 
heard at time of admission and were con- 
sidered dead. Prematurity was the chief cause 
of death. Forty-one per cent of the deliveries 
were premature as defined by weight, under 
2,500 grams. 

A total of 59 posteclamptic patients from 
this series were available for follow-up study. 
Forty-eight, 81 per cent, were found subse- 
quently to have returned to a normal blood 
pressure level and had an absence of al- 
buminuria. Eleven or 19 per cent continued 
to maintain a diastolic pressure greater than 
90 mm. 


TABLE 13 
FETAL MORTALITY IN ECLAMPSIA 


Number Per Cent 
Stillborns 26 14.6 
Neonatal deaths 15 8.6 
Undelivered 3 1.6 
Survivals 134 75.2 
Total 178 
TABLE 14 


CLINICAL COURSE SUBSEQUENT TO ECLAMPSIA 


Follow-up Number Per Cent 
Return to normal 48 81 
Hypertension maintained ll 19 
Total 59 

Toxemia in subsequent pregnancy 6 19.3 
Eclampsia in subsequent pregnancy 0 0.0 
Normal subsequent pregnancy 25 80.6 
Total 31 
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Thirty-one patients were followed in sub- 
sequent pregnancies. ‘Twenty-five, or 80 per 
cent, were devoid of toxemia in subsequent 
pregnancies. Five had mild blood pressure 
elevations in subsequent pregnancies and one 
had a_ severe toxemia classified as _pre- 
eclampsia (Table 14). 


Summary 


A review of 168 cases of eclampsia in nor- 
mal individuals is presented. An additional 
five cases of eclampsia are presented which 
were superimposed in patients with 
existing essential hypertension and nephritis. 
The findings support the view that preven- 
tion is the best treatment for eclampsia. In- 
creased prenatal care and vigilance in the 
last trimester is essential and particularly so 
in those individuals especially liable to de- 
velop eclampsia. These are young primi- 
gravidae. Even though eclampsia may occur 
with extreme suddenness at times, the pre- 
liminary treatment given in the preconvul- 
sive stages will minimize the risks. 

Also demonstrated is the fact that although 
the severity of the disease is markedly de- 
creased in the postpartum period, once con- 
vulsions have occurred the patient is a poor 
risk for any operative procedure which may 
be instituted. Here the safest procedure is 
to postpone the interruption of pregnancy 
until the patient has recovered sufficiently 
and is under medical control. 

The safest and most effective active phase 
of the treatment is demonstrated in adequate 
sedation to control convulsions, and fluid 
replacement. Moderate amounts of barbitu- 
rates and isotonic glucose solutions are shown 
to be both safe and effective. 

Sudden drops in blood pressure either con- 
trolled externally by trauma and drugs, or 
uncontrolled by internal unknown __phe- 
nomena are shown to be detrimental to the 
welfare of the patient. It is suggested that 
generalized anoxia due to combined arteriolar 
spasm and ischemia will explain these re- 
sults. 


A risk of a recurrence of eclampsia in 
subsequent pregnancies is not demonstrated. 
Residual complications following eclampsia 
were infrequent. 


The fetal mortality rate was observed to 
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be high. Prematurity was found to be the 
main contributory cause of death. 


Discussion (Abstract) 


Dr. John Q. Adams, Memphis, Tenn. Dr. Ruch 
has presented an interesting statistical review of the 
experience with eclampsia at the St. Louis Maternity 
Hospital. With most points he mentioned I thor- 
oughly agree, however, the discussant is expected to 
disagree, at least in part, and I will be no exception. 

In three patients the diagnosis of eclampsia was 
made on the basis of postmortem findings even 
though no convulsions had occurred. In my opinion 
pathological lesions should not be used as a_ basis 
for diagnosis of eclampsia for these lesions might 
be produced by severe preeclampsia as well. On the 
other hand, many patients with eclampsia exhibit 
very little pathologically. Eclampsia is a dynamic 
disease characterized by physiological alterations and 
the diagnosis should be reserved for those patients 
who have had one or more convulsions. 


Our experience with toxemia in pregnant women 
with diabetes has been very similar to that expressed 
in this series. During the past two years at the City 
of Memphis Hospitals we have managed 17 patients 
with diabetes in pregnancy. In this group there were 
seven patients with mild preeclampsia and two with 
severe preeclampsia giving an incidence of toxemia 
of 53 per cent. Even though the incidence of toxemia 
is high there was no eclampsia and the preeclampsia 
was usually mild. It is probable that this is not due 
to a basic difference in the disease but to the fact 
that diabetics tend to be more cooperative and are 
likely to have closer observation during pregnancy. 


The authors are to be commended for not removing 
from their mortality rate patients admitted in ter- 
minal condition on whom no therapy could be 
instituted. This practice definitely gives a false im- 
pression and an unmerited sense of security. It is 
generally agreed that the highest death rate occurs in 
patients beyond 30 years of age. In this group there 
is usually some degree of permanent vascular damage 
predisposing to cerebrovascular accidents and renal 
insufficiency. For this reason an additional factor in 
the reduction of maternal mortality would be the 
liberal use of postpartum sterilization. We have for 
some time recommended postpartum sterilization for 
all patients who have had severe preeclampsia with 
three previous pregnancies and especially urge it if 
there is some degree of sustained hypertension be- 
tween pregnancies. 


It is gratifying to see that isotonic glucose has 
been used at the St. Louis Maternity Hospital for the 
past few vears. We have for some time advocated 
the use of 1,000 cc. of 5 per cent glucose as a slow 
intravenous drip every six hours. Without some thera- 
peutic effort to mobilize extracellular fluid a deficient 
intake, excessive loss of sweat, or excessive purgation 
may render the amount of available water insufficient 
to maintain adequate renal function. A failure of 
water to reach the kidney even though there may be 
anasarca is as dangerous a situation as is absolute 
dehydration. Thus the supplying of adequate fluids 
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is important. We have found barbiturate sedation to 
be entirely satisfactory and prefer it over magnesium 
sulphate. As a matter of fact we have discontinued 
the use of intramuscular magnesium sulphate. The 
latest weapons for the release of vasospasm in 
eclampsia are the hypotensive drugs. This therapeutic 
approach is gradually gaining in popularity. 

Finally, we agree thoroughly with the authors that 
a period of at least 48 hours medical management 
prior to delivery is important. Termination of the 
pregnancy in the most conservative manner following 
control of this physiological upset is good practice. 
The use of intravenous Pitocin for the induction of 
labor has greatly reduced our cesarean section rate 
in eclampsia. 

Dr. Leo J. Hartnett, St. Louis, Mo. It is interest- 
ing to note that in spite of all the treatment that we 
use, the death rate has not been changed very much. 
However, the incidence of this disease has certainly 
been on the down grade. That is certainly gratifying, 
and I am _ interested particularly in hearing Dr. 
Adams’ comment on the hypertensive drugs, since it 
has been the experience of some with whom I have 
discussed this that they have disregarded it somewhat 
as an important factor. I am glad to hear that there 
is someone having some luck with it. 


Dr. Sherman (closing). 1 would like to thank Dr. 
Adams for his discussion. The question of the diag- 
nosis from autopsies is of course quite true. We dis- 
cussed the pros and cons of including them at some 
length, and then included them in our series with 
some trepidation. We feel that a great deal of care, 
analytical observation, and probably a great deal of 
criticism should be given to any one case in which 
a diagnosis of eclampsia from postmortem findings 
should be made. It is easy to make the diagnosis 
unless one is very critical of the findings. 


We included these three cases, one of which has 
already been reported by Dr. Dieckman as a verified 
case of eclampsia, without convulsions. The other 
two had identical circumstances and we _ included 
them. Dr. Dieckman at that time included 44 cases 
from the literature which he felt were definitely 
those of eclampsia without convulsions. Diagnosis 
was made from the postmortem findings and other 
factors. 


One cannot help learning something about eclampsia 
when one reviews these cases even though one’s 
confusion is great when going over the records. 
I think the most important and impressive thing in 
reviewing these cases was the importance of modera- 
tion in therapy. The patients that did very poorly 
and those who died were the ones that were usually 
treated radically. An attempt was made to deliver 
them just as soon as possible, but any means of therapy 
was usually in excess. Regardless of the drug that 
was given, it was always excessive. The patients that 
did better, the ones that survived, were the ones 
who were treated in moderation. In these the preg- 
nancy was ignored, the patient was brought under 
medical control by as many means as possible, and 
the drugs were given in moderation, in small amounts, 
to control the symptoms. 
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Furadantin: Human Blood Level and 
Urinary Concentration* 


GRAYSON CARROLL, M.D.,i ROBERT V. BRENNAN, M_D., 
and RUTH JACQUES, A.B., St. Louis, Mo. 


This study more clearly sets the effective dosage of Furadantin. 


FURADANTINE (derivative of nitrofurantoin), 
one of the newer chemotherapeutic agents for 
the control of urinary infections, has been ex- 
tensively used in clinical practice by many 
urologists. Although a great deal of investiga- 
tional work has been done, there has been a 
paucity of reports in the literature concerning 
blood level determinations. This is probably 
due to the complex method required and the 
small amount detected after the administra- 
tion of what was previously considered a nor- 
mal dose. 

Because our initial efforts of last year were 
so limited, we wish to report our findings of 
a more recent study of determinations of the 
drug in blood and urine, utilizing improved 
apparatus, modifications in technic, and alter- 
ation of dosage. 


These findings should be most interesting 
to the clinician because they may serve as a 
guide to more effective therapy. 


Method 


A control specimen of urine was obtained 
for a two-hour period prior to the administra- 
tion of the drug. Immediately before the drug 
was given a control specimen of blood was 
withdrawn. Breakfast was withheld on all pa- 
tients until after they had received their initial 
dose. Blood was drawn at hourly intervals for 
3 hours. A negligible amount of Furadantin 
was detectable in the blood of the first two 
patients who received 100 mg. Therefore, the 
initial dose was increased to 200 mg. for all 
patients observed thereafter. These patients 


*Read before the Section on Urology, Southern Medical As- 
sociation, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 

*This investigation was made possible by a grant from the 
Olin Foundation. The apparatus and drugs were supplied by 
Eaton Laboratories, Inc. 
ow Louis University and St. John’s Hospital, St. Louis, 

o. 

tFuradantin (Eaton Laboratories, Inc.) is the nitrofurantoin: 


were maintained on 100 mg. Furadantin every 
six hours for periods ranging from three to 
eight days. Blood levels were determined at 
varying intervals during this medication 
period. 

The urine was also collected at hourly in- 
tervals to coincide with the blood collection 
periods. Subsequent to this, a nine-hour speci- 
men was collected, followed by continuous 12- 
hour collections. 

Each of the aforementioned specimens of 
blood and urine were subjected to Furadan- 
tin determinations. 

The procedure for blood! and urine?? de- 
terminations as outlined by Eaton Labora- 
tories, with a few modifications by this lab- 
oratory, were used throughout. 


Results 


A blood level in two patients receiving 100 
mg. initial dose of Furadantin was negligible 
(Table 1). 

The blood of 10 patients who received 200 
mg. of Furadantin as the initial dose had the 
following blood levels (Table 2); the first 
hour, 1.6 mg./1; second hour, 1.1 mg. ‘1; third 


TABLE 1 


AVERAGE BLOOD LEVEL OF 2 PATIENTS RECEIVING 
100 MG. INITIAL DOSE, AND 100 MG. EVERY 
6 HOURS THEREAFTER 


1 Hour 2 Hours 3 Hours 2-3 Days 
0 0 0.2 mg./1 1.14 mg./1 
TABLE 2 


AVERAGE BLOOD LEVEL OF 10 PATIENTS RECEIVING 
200 MG. INITIAL DOSE, AND 100 MG. EVERY 
6 HOURS THEREAFTER 


1 Hour 
1.6 mg./1 


2 Hours 
1.1 mg./1 


3 Hours 
0.8 mg./1 


3-8 Days 
1.81 mg./1 
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hour, 0.8 mg. 1; the average blood level after 
3 to 8 days routine medication was 1.81 mg./1. 

The highest blood level obtained was 2.34 
mg. 1 in one hour after the oral medication 
of 200 mg. of Furadantin. The highest blood 
level obtained after a prolonged medication 
was in patient M.F. This level was 2.63 mg./1 
from a sample drawn three hours after the last 
medication. 

L.R., who had a very low blood level after 
the first three hours of medication, demon- 
strated a level of 1.17 mg. after receiving the 
medication for eight days. It is most interest- 
ing to note that two hours after he received 
medication of 200 mg., a high blood level of 
4.09 mg. was observed. The detailed report of 
these blood levels are recorded in table 3. 

The amount of Furadantin recovered in the 
urine of nine patients receiving 200 mg. as an 
initial dose showed 21.18 mg. for the first 
three-hour collection and 65.1 mg. following 
the nine-hour collection, and 83.8 mg. after 
the subsequent 12-hour collection (Table 4). 
This compares favorably with the average mil- 
ligrams of Furadantin excreted in the urine as 
reported by Paul and Kopko. They reported 
an average of 36.3 mg. excreted in a two-hour 
period. 


TABLE 3 
FURADANTIN BLOOD LEVEL DETERMINATIONS 
IN MG./L 


Initial 
Dose 1] Hour 2 Hours 3 Hours 3-8 Days Later 
CM 200 mg. 62 
AT 200 mg. 2.34 0.9 12 6da.+2hr. 2.24 
RH 200 mg. 1.89 0 0 4da.+ 2hr. 9 
LR 200 mg. 62 0 0 8da. AM level before 
drug 1.17; gave 200 
mg. 2 hr. later, 4.09 
cL 200 mg. 1.79 1.21 0 
MP 200 mg. 1.09 1.02 0.78 3da.+ 3hr. 2.63 
HM 200 mg. 1.69 1.07 52 5da.+2hr. 1.15 
EP 200 mg. 2.21 1.04 1.02 6da.+ 2'2hr. 0 
EW 200 mg. 1.77 0 0 
cD 200 mg. 1.88 1.25 0 4da.+ Ihr. 0.5 
HR 100 mg. 0 0 32 $3da.+4hr. 2.24 
GS 100 mg. 0 0 0 2da. + 2hr. 0 


TABLE 4 


AV Ae AMOUNT FURADANTIN RECOVERED IN 
URINE OF 9 PATIENTS RECEIVING 200 MG. 
INITIAL DOSE 


First 3 Hours Following Continuous 
After Medication 9-Hour Period 12-Hour Periods 
21.18 mg. 65.1 mg. 83.8 mg. 
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Discussion 


These findings would indicate that if an 
initial dose of 200 mg. of Furadantin is given, 
the blood level will be sufficiently high to be 
clinically valuable. It is, therefore, recom- 
mended that the routine initial dosage of 
Furadantin be 200 mg. It is also evident that 
the blood levels increase with the continua- 
tion of the routine dosage of 100 mg. of 
Furadantin given every six hours, and that a 
satisfactory blood level was obtained on prac- 
tically all patients receiving this type of 
therapy for at least three days. The presence 
of an appreciable amount of Furadantin in 
the blood explains some of the favorable clin- 
ical results obtained in some conditions other 
than urinary infections and may widen the 
therapeutic value of this drug. In severe cases 
it may be desirable to give a larger dose after 
the patient has already been receiving the 
drug for two or three days since the blood 
level was appreciably increased in patient 


L.R. 


TABLE 5 


SENSITIVITY TO FURADANTIN 
(DISC METHOD) 


Organism Sensitive Resistant 
Escherichia coli 157 10 
Escherichia intermediate 30 4 
Aerobacter aerogenes 20 8 
Paracolon coliforme 11 5 
Pseudomonas acruginosa 2 122 
Proteus vulgaris 84 10 
Alcaligenes fecalis ll 14 
Enterococcus (streptococcus fecalis) $1 0 
Staphylococcus 44 0 
Total 390 173 


Proteus vulgaris—good response 
Pseudomonas aeruginosa—poor response 


TABLE 6 
CLINICAL RESULTS WITH FURADANTIN 


Organism Controlled 
Escherichia coli 47 5 
Escherichia intermediate 0 0 
Aerobacter aerogenes 6 2 
Paracolon coliforme 0 2 
Pseudomonas aeruginosa 2 26 
Proteus vulgaris 21 4 
Alcaligenes fecalis 2 1 
Enterococcus (streptococcus fecalis) 1 0 
Staphylococcus 2 0 
Total 81 40 
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The concentration of Furadantin in the 
urine was found to be high in all of our pa- 
tients, as has been previously reported. 

It would appear from this finding that 
wherever the urine is retained, this drug would 
be quite effective. Examples of this may be 
in patients with residual urine from obstruc- 
tions to the bladder neck, in diverticulum of 
the bladder, of infected hydroureter or hy- 
dronephrosis due to obstruction. It should be 
helpful in neurogenic bladder conditions. 


Clinical Results 


Although our investigation has not been 
concentrated on the clinical effectiveness as 
related to each organism found in the urinary 
tract, our observations would indicate that the 
drug is most useful in proteus infections. This 
was reported in our earlier observations and 
is now sustained by a longer observation pe- 
riod. It is also verified by the brilliant work 
reported by Vermeulen* in his study of the 
proteus and stone formation in the rat. 

Our in vitro study of 94 strains of proteus 
indicated that 84 of these strains were sensi- 
tive to Furadantin (Table 5). Clinically, 21 
of 25 patients having proteus infections were 
controlled by Furadantin therapy (Table 6). 


These continued studies also support our 


initial observations that Furadantin is not ef- 
fective against pseudomonas infections. Of 
122 pseudomonas organisms isolated from the 
urine of our patients only two were found 
sensitive to Furadantin. Of 28 patients treated 
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clinically with Furadantin, only two were con- 
trolled. 
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(Abstract) 


Dr. Henry S. Browne, Tulsa, Okla. We are very 
fortunate in having someone like Dr. Carroll, an ac- 
knowledged authority on urinary antiseptics, to use 
new drugs as they come out, analyze them, and give 
us a thorough report on their effectiveness. When 
many of us began practicing urology, the only urinary 
antiseptic we had was hexamethylamine, and _ the 
colon bacillus was the cause of 70 per cent of urinary 
infections. Since then, beginning with sulfanilamide 
we have had a plethora of urinary antiseptics which 
have been amazingly effective. By the same token, this 
quick result in getting rid of Esch. coli, has resulted in 
its replacement by bacteria which are much more diffi- 
cult to eradicate. There often remains a latent infection 
which will light up later and so it is a mistake to stop 
treatment when a sterile urine is obtained. My pro- 
cedure is to give the drug in full doses for one week, 
one-half dosage for two weeks and one-fourth for a 
month. If any bacteria are spawned in that time they 
will be killed and one stands a much better chance of 
permanently destroying the infection. As for Furadan- 
tin, T am glad it is specific for the Proteus bacillus 
and it should be used in this infection. In other types 
of infection in which it is no better than other drugs 
its cost will prevent its more frequent use. 


Discussion 
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E. W. RUCKER, JR., M.D., Birmingham, Ala. 


Here we learn of the heritage of Ophthalmology and Otolaryngology in the South and 
of those who have been the pillars of its Section of the Southern Medical Association. 


I HAVE CHOSEN to call this my Golden Jubi- 
lee as it has been 50 years since I received 
my medical degree. There have been many 
changes in the practice of medicine during 
that time. Typhoid fever, diphtheria, small- 
pox, and other infectious diseases are almost 
things of the past. 

After the discovery of the sulfonamids, peni- 
cillin and the newer antibiotics the treatment 
of infections has undergone a radical change, 
but I am glad to say that the fundamental 
principles of surgery still hold true. 

These things you know as well as I, so I 
will not bore you with more of them. I would 
rather introduce to you some of the great men 
of the past who have helped to make things 
easier for all of us. Each of these men have 
been members and officers of our beloved 
Southern Medical Association and our Section. 
There are many more who richly deserve to 
be on this list but time precludes such a pos- 
sibility. 

Dr. G. C. Savage 


Dr. G. C. Savage of Nashville, Tennessee 
was born in Rienzi, Mississippi in 1854; re- 
ceived his medical degree from Jefferson 
Medical College in 1878, later doing post- 
graduate work in eye, ear, nose and throat. 
In 1884 he studied in Moore’s Memorial Hos- 
pital in London under Drs. Morley and Mc- 
Kenzie and later in Vienna until the outbreak 
of cholera in Europe drove him home. In 
1886 he became Professor of Ophthalmology 
at Vanderbilt University School of Medicine 
and held that position until 1911 when he 
resigned to devote his entire time to his pri- 
vate practice and active church work. He was 
a deacon in the First Baptist Church of Nash- 
ville for 30 years, several years its chairman, 
teaching a class in Sunday School until shortly 
before his death in 1930 at the age of 76. His 


*Chairman’s Address, read before the Section on Ophthal- 
mology and Otolaryngology, Southern Medical Association, 
“oe Annual Meeting, St. Louis, Mo., November 8-11, 

54. 


daughter, Dr. Kate Savage Zerfoss who was 
Chairman of our Section in 1946, still carries 
on his work in Nashville. 


Quoting from a personal letter from Mr. C. 
P. Loranz under date of February 18, 1954, “It 
was Dr. Savage, in 1906, as President of the 
Tennessee State Medical Association who in- 
vited the presidents of five other Southern 
states,—Georgia, Florida, Alabama, Missis- 
sippi and Louisiana, to meet with the Tri- 
State Medical Association in Chattanooga in 
November of 1906. The Tri-State always met 
at Chattanooga and was made up of physi- 
cians from Alabama, Georgia and Tennessee. 
These representatives from the six states met 
and formed the Southern Medical Association, 
absorbing the then Tri-State. At the meeting 
in 1911 nine other states were added, South 
Carolina, Virginia, Maryland, North Caro- 
lina, Arkansas, District of Columbia, Ken- 
tucky, Texas and West Virginia. Then at the 
meeting in 1912, Oklahoma was added. At 
the meeting in 1915, Missouri was added, 
making sixteen states and the District of Co- 
lumbia, and that has been the territory com- 
prising the Southern Medical Association 
since that time.” 


So it would seem that Dr. Savage deserves 
a large part of the credit for this splendid as- 
sociation we have today. 


Dr. Joseph Berry Greene 


Dr. Joseph Berry Greene, Asheville, North 
Carolina was born in Birmingham, Alabama, 
in 1869, of a very old and honored family. 
He received his medical education at the Uni- 
versity of Virginia, receiving his medical de- 
gree in 1893. He was commissioned in 1894, 
as assistant surgeon in the U. S. Public Health 
Service and placed on active duty in Key West. 
In 1897 he was ordered to join the Revenue 
Cutter McCulloch. During his tour of duty 
on the McCulloch he saw active service at the 
battle of Manila in 1898. He served during 
the Yellow Fever epidemic in New Orleans in 
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1905. He saw active service in the U. S. Navy 
in World War I. He first started the practice 
of his specialty in Birmingham, but in 1909 
his wife developed tuberculosis and he moved 
to Asheville, where he practiced until his re- 
tirement in 1939. He was Chairman of our 
Section in 1915. He was a great advocate of 
the electric cautery in- tuberculosis of the 
larynx. I think he was the first to advocate 
large doses of antitoxin in diphtheria. He 
died in 1949. 


Dr. Clifton M. Miller 


Dr. Clifton M. Miller, Richmond, Virginia, 
was one of the most attractive men I have ever 
had the pleasure to know. He was born at 
Richmond in 1873. He received his medical 
degree in 1892 from the Medical College of 
Virginia in Richmond, interning at the U. S. 
Marine Hospital in Boston. In 1905, although 
a specialist in Eye, Ear, Nose and Throat, he 
became Professor of Anatomy at the Medical 
College of Virginia. When the Medical Col- 
lege of Virginia and University College of 
Medicine were merged, he became Associate 
Professor of Otolaryngology. He conducted 
his private practice at his office in Stuart 
Circle Hospital of which he was one of the 
founders. He was always interested in educa- 
tion, serving for a long time as a member of 
the Board of Education. Dr. Miller was quite 
civic minded having served as a member of 
the Richmond City Democratic Committee 
and represented his ward in the Common 
Council. He served in the Military Service of 
Virginia as Captain of the Richmond Light 
Infantry Blues, and Surgeon of the Blues Bat- 
talion. He was Chairman of our Section in 
1927 at the meeting in Memphis. He died in 
1943 at the age of 69. 


Dr. James Wilkinson Jervey 


Dr. James Wilkinson Jervey was born in 
Charleston, South Carolina in 1874, educated 
at the University of South Carolina, receiving 
his medical degree in 1897 from the Medical 
College of the State of South Carolina. In 
1908 and 1913 he took postgraduate work in 
European Clinics. He was a member of a 
very old and cultured family being the fourth 
generation of physicians without a break in 
the line. He was famous for his wit and 


humor as well as for his ability as a physician 
and speaker. 
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Dr. Jervey was President of the Southern 
Medical Association in 1938, serving in Okla- 
homa City, and Chairman of our Section in 
1916, serving in Atlanta. He was President of 
the American Laryngological, Rhinological 
and Otological Society in 1933. He was one of 
the most charming, scintillating and cultured 
men I have ever had the pleasure of knowing. 
Dr. Jervey was the first to call our attention to 
serious mastoiditis. I am proud of the fact 
that I could call him my true friend. He has 
left his son, Jack, who was our Secretary in 
1941-1943 and Chairman in 1945, to carry on 
the work he started in Greenville, South Caro- 
lina. Dr. Jervey died in 1945. 


Dr. R. C. Lynch 


Dr. R. C. Lynch, New Orleans, was born in 
1880 in Carson City, Nebraska, moved to New 
Orleans at the age of three, was educated in 
New Orleans, receiving his medical degree 
from Tulane University. He interned at Char- 
ity Hospital and the Eye, Ear, Nose and 
Throat Hospital of New Orleans. He prac- 
ticed three years in the country, then went to 
Vienna for two years of postgraduate work. 
He was Chairman of our Section in 1926. He 
was best known for perfecting and populariz- 
ing suspension laryngoscopy which permitted 
him to improve on the technic of intralaryn- 
geal surgery. He was also known for his 
frontal sinus operation which is still a stand- 
ard procedure in chronic infections. 


Dr. Lynch was responsible for my taking 
the Oto-Laryngological board examination in 
Detroit in 1927. He was one of the founders 
of this Board. Anyone who had the privilege 
of knowing Dr. Lynch could not but profit 
by the acquaintance. He met an untimely 
death in May, 1931, in an automobile accident 
in Kentucky at the age of 51. Dr. J. A. Stucky 
of Lexington, Kentucky lost his life in the 
same accident. I regret I was unable to obtain 
a photograph of Dr. Stucky who did so much 
for the poor people of Kentucky. Dr. Stucky 
was our Chairman in 1920. 


Dr. Lynch has left two sons,—one Dr. Mer- 
cer Lynch, following in the footsteps of his 
father, is carrying on his work in New Or- 
leans. Dr. R. C. Lynch, Jr. is in General 
Surgery. 

Dr. Dunbar Roy 
Dr. Dunbar Roy, Atlanta, Georgia, was 
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born in Atlanta in 1867, received his medical 
degree from the University of Virginia in 
1889, interned for three years in New York 
Hospitals. He took post-graduate work in 
Eye, Ear, Nose and Throat in Leipzig, Vienna 
and London and returned to Atlanta in 1893, 
where he was made Clinical Professor of Eye, 
Ear, Nose and Throat at Southern Medical 
College which later consolidated with Emory 
University. In 1925 he resigned on account 
of illness. He was retired as Emeritus Clinical 
Professor of Eye, Ear, Nose and Throat. Dur- 
ing World War I he was Captain in the Medi- 
cal Service in charge of medical activities of 
the Southern states. He was a voluminous 
contributor to medical literature having writ- 
ten, translated and published 71 papers, each 
one of which evidenced most painstaking in- 
vestigation and scholarly interpretation of the 
French and German languages. Dr. Roy was 
President of the American Laryngological, 
Rhinological and Otological Society in 1925, 
and of the American Laryngological Society 
in 1935. As Chairman of our Section in 1934, 
he served in San Antonio. He has been Chair- 
man of the Eye, Ear, Nose and Throat Section 
of the American Medical Association. 

He died in 1937 at the age of 70. He pre- 
sented our Section with the gavel I am using 
today. 


Dr. E. C. Ellett 


Dr. E. C. Ellett was born in Memphis in 
1869, received his medical degree from the 
University of Pennsylvania in 1891, receiving 
a medal for the highest average in his class. 
He was House Surgeon at Wills Hospital. He 
began his private practice in Memphis in 1893, 
first doing eye, ear, nose and throat work 
but in 1917 confined his work to Eye only. 
He was Professor of Ophthalmology in the 
Medical Department of the University of Ten- 
nessee from 1906 to 1922 and was Chairman 
of our Section in 1910. He also served as 
Chairman of the Eye, Ear, Nose and Throat 
Section of the American Medical Association 
and as President of the American Ophthalmo- 
logical Society in 1932. 

During World War I Dr. Ellett served in 
the Medical Corps of the U. S. Army as Com- 
manding Officer of Base Hospital 115, with 
rank of Lt. Colonel and received a citation 
for exceptional, meritorious and conspicuous 
service. In 1942, at the meeting of the Amer- 
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ican Academy of Ophthalmology and Oto- 
laryngology he was guest of honor and was 
given the award of merit in recognition of his 
services to the Academy as President, member 
of the Council and Instructor and for his out- 
standing achievements in ophthalmology and 
as a scientist, teacher and soldier. In 1939, 
Dr. Ellett was given the Leslie Dana medal 
for services in the Prevention of the Blind. 
In 1942, Dr. Ellett was given an honorary 
degree of LL.D. by Southwestern University. 
He died in 1947. 


Dr. William Thornwall Davis 


Dr. William Thornwall Davis, Washington, 
D. C., was born in Little Rock, Arkansas in 
1877. He received his medical degree from 
George Washington University in 1901, in- 
terned at Garfield Memorial Hospital 1901- 
1902 and the U. S. Army Medical School in 
1903. He served in the Medical Corps of the 
U. S. Army 1902 to 1913, saw active service 
under General Leonard Wood, Moro Cam- 
paign 1904-1905, also under General Frank 
McCoy in the Dato-Alto Campaign in 1905. 
He was Major in the Medical Corps in World 
War I. Dr. Davis did postgraduate work at 
the University of Vienna and at the Royal 
Ophthalmology Hospital in London in 1906. 
In 1912 he returned to Vienna for more post- 
graduate work. He was made Professor of 
Ophthalmology at the U. S. Army Medical 
School, 1917-1918, and Professor of Ophthal- 
mology at George Washington University in 
1920. 

Dr. Davis was Senior Surgeon at the Episco- 
pal Eye and Ear Hospital and Chairman of 
our Section in 1929. He was a most perfect 
southern gentleman, loyal and true to his 
friends. His son, Dr. J. G. Davis, is carrying 
on his work in Washington. Dr. Davis died 
in 1944, 


Dr. Wiley Ross Buffington 


Dr. Wiley Ross Buffington, New Orleans, 
was Chairman of our Section in 1932 serving 
in Birmingham. He was born in College Hill, 
Arkansas in 1875, and received his medical 
education at Tulane, graduating in 1899. He 
was in the general practice of Medicine and 
Surgery in Northern Louisiana until 1917 
when he moved to New Orleans and began the 
study of ophthalmology. When war came he 
volunteered at the age of 42. He served as 
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battalion surgeon in combat for many months, 
engaging in the battles of the Marne and 
Argonne. After his discharge he returned to 
New Orleans and confined his practice to 
ophthalmology being associated with Dr. 
Henry B. Burns. He was Professor of Oph- 
thalmology at Tulane for 14 years and surgeon 
in charge of the Eye Department of the New 
Orleans Eye, Ear, Nose and Throat Hospital 
for 30 years. He was one of the South’s great- 
est teachers of ophthalmology being particu- 
larly interested in post-graduate students. Not 
only did he stimulate all students to achieve 
in ophthalmology but to serve unselfishly 
and fulfill the highest ideals of the medical 
profession. 

At the time of his death in 1950, at the age 
of 75, he was Professor Emeritus of Ophthal- 
mology at Tulane and Consultant in Oph- 
thalmology at the Charity and Marine Hos- 
pitals and on the staff of the Baptist Hospital. 


Dr. Homer Dupuy 


Dr. Homer Dupuy, New Orleans, was born 
in New Iberia, Louisiana in 1871. He received 
his medical degree from Tulane. He was 
Professor of Oral Surgery at Loyola Univer- 
sity College of Dentistry, Professor and Direc- 
tor of the Department of Otolaryngology at 
Louisiana State University, and as one of the 
senior surgeons of the Ear, Nose and Throat 
Department of Charity Hospital. He had 
served as President of the Louisiana State 
Medical Society and President of Orleans 
Parish Medical Society and President of Hotel 
Dieu Staff. He was a musician of no mean 
ability. He was best known for his pioneer 
work in cancer of the upper jaw. He served a 
term as Councilor of the Southern Medical 
Association and was Chairman of our Section 
in 1914, serving in Richmond, Virginia. He 
died in 1936. 


Dr. Edward H. Cary 


Dr. Edward H. Cary of Dallas, was born in 
Union Springs, Alabama in 1872 but moved 
to Dallas as a young man. He received his 
medical education at Bellevue Medical Col- 
lege receiving his medical degree in 1898. He 
interned at Bellevue Hospital in 1899 and at 
New York Eye and Ear Infirmary, 1899-1901. 
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He was a great medical educator, having 
taught ophthalmology in the University of 
Dallas, Baylor University and Southern Medi- 
cal College and was Professor Emeritus of 
Southern Medical College. He was a national 
figure not only in ophthalmology but in his 
fight against socialized medicine from 1930 
to his death in 1953. He headed the National 
Physicians Committee and was one of the 
early presidents of Blue Cross. Dr. Cary 
served as President of the Southern Medical 
Association in 1920 and of the American 
Medical Association in 1933. He was Chair- 
man of this Section in Asheville, in 1919. 


He died in 1953 at the age of 81. 


Dr. John S. Shea 


Dr. John J. Shea of Memphis, from the 
standpoint of age does not belong with the 
other men of whom I have spoken, but from 
the standpoint of attainment and ability he 
does. Not any talk of the men of the past 
would be complete without him. He was born 
in Memphis in 1889 and received his medical 
degree from New York University and Belle- 
vue Hospital Medical College in 1911, intern- 
ing in New York Hospitals, taking post- 
graduate training in New York Post-Graduate 
School and Hospital in 1914-1915, and at the 
University of Paris in 1918-1919. He entered 
the Army as First Lieutenant in 1917 and was 
honorably discharged as Major in 1919. Re- 
turning to Memphis he was first associated 
with Drs. Ellett and Farrington but later es- 
tablished the John J. Shea Clinic where he 
practiced until his untimely death in 1952. 
Dr. Shea was a most generous contributor to 
medical literature, having published almost 
100 papers on otolaryngology and allied sub- 
jects. He served as Secretary of our Section in 
1920-1922 and as Chairman in 1924, and as 
Chairman of Eye, Ear, Nose and Throat Sec- 
tion of the American Medical Association in 
1934. At the time of his death in 1952 he was 
President-Elect of the Academy of Ophthal- 
mology and Otolaryngology, and also Presi- 
dent-Elect of the Otolaryngology Board. 


He was most loyal to his friends and con- 
freres. His son, John, Jr., is carrying on his 
father’s work in Memphis. To know John 
Shea was to love him. 
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The Doctor, a Citizen: 


A. M. PHILLIPS, M.D., Macon, Ga. 


Here is an excellent exposition of the physician's responsibility to his community. 


As CHAIRMAN of the Section on Proctology, 
I trust that you will recognize my prerogative 
to depart from the straight and narrow path 
of specialized scientific medicine and discuss 
the larger context in which the science and 
art of medicine are practiced. My subject 
for this departure is ‘““The Doctor, a Citizen.” 


The word “citizen” is to be understood in 
its broadest sense as one who not only shares 
the protection, benefits and privileges of or- 
ganized social, civic, fraternal, and religious 
life, but who by intelligent, sacrificial, and 
active participation in organized community 
life strengthens and enriches the benefits of 
corporate living for himself and others. 


Under a democratic way of life a citizen 
has rights and responsibilities. Every citizen 
demands his rights. A mature citizen takes 
his responsibilities as seriously as he takes 
his rights, for a mature citizen knows that 
in any group,—church, state, or medical so- 
ciety,—the rights of the other members of the 
group constitute his personal responsibilities. 
In other words, your rights are my responsi- 
bilities, and my rights are your responsi- 
bilities. 


The letters “M.D.” after our names do not 
exempt us from the citizen’s responsibilities. 
On the contrary, a glance at 2,500 years of 
medical history will show that when the 
doctor is responsible to the whole community, 
he is most responsible to his primary obliga- 
tion, the health and healing of his patient. 
Only when we see our obligation to the 
patient as part of a prior responsibility to our 
fellow men can we maintain the integrity 
of Medical Ethics. Responsibility to com- 
munity and responsibility to patient are not 
separate, conflicting claims, but parts of a 
whole, and neither obligation can be dis- 
charged apart from the other. In order to 
develop my subject I will discuss five propo: 
sitions concerning the doctor as citizen. Since 


*Chairman’s Address, read before the Section on Proctology, 
Southern Medical Association, Fortvy-Eighth Annual Meeting, 
St. Louis, Mo., November 8-11, 1954. 


I am not a moralist, a preacher, or a political 
scientist, but a physician, my discussion of 
these propositions will be incomplete, ama- 
teurish, and in many respects inadequate. 
However, the subject under discussion is one 
that has concerned me for a number of years 
and, since I feel it concerns the profession 
as a whole, I submit these propositions to 
you with the hope that they will stimulate 
thought, action and discussion on the part 
of this group. 


I. My first proposition. Historically and 
traditionally the doctor as a member of a 
learned profession dedicated to the service of 
humanity has, until recent times, been re- 
spected and loved not only as a skilled tech- 
nician but as a responsible and intelligent 
leader of community life. 


As “learned men” doctors of other genera- 
tions were educated not only in medicine but 
in the liberal arts. A liberal education gave 
them insight into religion, politics and in- 
ternational affairs. On the basis of this know]- 
edge they were community leaders. 

Hippocrates, the Greek “Father of Medi- 
cine,” is remembered in history not only for 
his contribution to medicine but for his Code 
of Ethics and lofty idealism. During the 
bitter days of the Reformation Dr. Michael 
Servetus, discoverer of pulmonary circulation, 
died at the stake because of a book he had 
published in theology. 


The first president of the College of New 
Jersey, now known as Princeton University, 
was Dr. Dickinson, who practiced medicine 
in Elizabeth, New Jersey. In the frontier days 
physicians led in the founding of colleges 
and in the stabilizing of government. On the 
Declaration of Independence signed by fifty- 
nine patriots, the names of six physicians 
appear: Drs. Benjamin Rush, George Taylor, 
Josiah Bartlett, Matthew Thornton, Lyman 
Hall, and Oliver Wolcott.* 


With the turn of the present century medi- 
cine became more and more scientific. In 
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order for medicine to rebuild itself on the 
truth of science intensive specialization was 
inevitable, for “the galaxies and constella- 
tions of symptoms and signs became so com- 
plex they were beyond the grasp of one 
man.’* By this specialization and develop- 
ment of technical skills we have discharged, 
in a measure far beyond the fondest expec- 
tations of physicians of the nineteenth cen- 
tury, our basic responsibility of healing the 
patient. 


None of us would question that specializa- 
tion is necessary, but does it follow that 
specialization and technical skills must result 
in the isolation of the physician from total 
community life? Let it be clearly understood 
that the contemporary understanding of the 
physician as a highly trained technician iso- 
lated from an understanding of the liberal 
arts and from community participation is a 
departure from the great tradition of medi- 
cine. It is time that we reversed the trend, 
and many physicians have reversed the trend. 
Specialization becomes isolation from com- 
munity only when the physician forgets the 
great tradition of the physician as a whole 
man and community leader. 


II. My second proposition. A physician’s 
loss of status in community life and the 
strained relations that sometimes exist be- 
tween physician and patient may be attrib- 
uted in part to the fact that many doctors 
no longer take their role as citizen seriously. 

That the physician has lost status is a 
truism of which we are all painfully aware. 
Dr. Wm. Hyatt Gordon reminds us that “The 
medical profession has been called a medical 
trust.” The doctor is no longer, as Robert 
Louis Stevenson put it, “the flower of civili- 
zation.” Instead, he is often pilloried by a 
hostile press as a smart technician out to 
make a “fast buck.” In the last five years the 
medical profession has been attacked in over 
two hundred magazine articles, investigated 
by Congressional committees, and besmirched 
in private conversation. For example, in the 
last two months we have been criticized by 
Look, Pageant, and The Atlantic. Look asks, 
“Are Doctor Bills Padded?” Pageant wants 
to know, “Why Don’t Doctors Clean House?” 
and novelist Pearl S. Buck in The Atlantic 
deplores “the increasing loss of trust in the 
idealism of the professional, especially in the 
medical field.’”’* 
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Reasons for the distrust of the medical 
profession are varied and complex. Our op- 
position to compulsory health insurance, 
which I think was justified, influenced peo- 
ple but it did not make us friends. Many 
patients resent medical bills, and now that 
the value of the dollar has diminished and 
fees have gone up resentment has increased. 
Much of the current criticism of the pro- 
fession can be dismissed as unwarranted. Part 
of this criticism is the cross we must bear 
for defending the freedom of medicine. But 
as men trained in the scientific method, 
trained to be objective and cautious in diag- 
nosis and therapy, when we look at the 
criticism directed against us with detachment 
and objectivity, we will find that some of 
this criticism is moderate and grounded in 
fact. I think that we will see that on the 
whole we have lost status, not because of our 
stand on medical insurance, nor because of 
the monthly bills we send out, nor because 
of the isolated instances of malpractice and 
unethical conduct in the profession, but be- 
cause Mr. and Mrs. John Doe fear that in 
our specialization we have somehow separated 
ourselves from the common life and prob- 
lems of the communities in which we live 
and, in so doing, some of us have lost the 
human touch. 


Let us look upon the profession of medi- 
cine as a humanitarian profession for, after 
all, medicine “deals with human beings, not 
with dollars, motors, pigs, or even pills.’ 
If we are to recover some of our lost prestige 
we must identify ourselves intelligently with 
the whole community. 

Ill. My third proposition. The physi- 
cian, because of his scientific knowledge and 
financial resources, has an obligation to sup- 
port with time and money such organized 
endeavors as the Community Chest and 
United Givers Fund. Many of the agencies 
supported by funds derived from these drives 
are functioning, directly or indirectly, as in- 
struments of public health and preventive 
medicine. More and more we are coming 
to see the problem of public health related 
to the total environment. Child guidance 
centers, Marriage counseling agencies, recrea- 
tion centers, Boy Scouts, and similar agencies 
contribute to the mental and physical health 
of the people. We can serve our community 
by making our specialized skills available 
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to those who formulate the policies and pro- 
grams of these organizations. 

Not only should we give our time, but 
we also should give our money. Recently a 
study was made of the gifts of professional 
persons in 116 cities to the Community Chest 
and other community-wide drives. In these 
cities the average percentage of physicians 
contributing to the drives was 66.2. The aver- 
age for attorneys was 58.5. On the basis of 
these figures, more physicians contributed 
to the drives than attorneys, but the lawyers 
gave more. Their average gift was $65.42, 
while that of the physician was $56.94. A 
comparison of our earnings with those of the 
attorneys would indicate that our generosity 
is not commensurate with our financial 
ability. I agree with Dr. R. B. Chrisman, Jr., 
that “We must give of our money to all 
worth while campaigns. We must never con- 
sider ourselves excused from financial partici- 
pation because we render a charitable service 
of our profession. Other professional groups 
give of their time, skills, and energies too. 
They do not consider themselves martyrs 
when asked to reach for their checkbooks 
to help pay the bills of important community 
agencies.”"? 


IV. My fourth proposition. Our freedom 
to practice medicine is set within the frame- 
work of a democratic government, and that 
government is threatened within by totali- 
tarianism both from the right and from the 
left, and without by organized atheistic Com- 
munism. The strength of a democracy is the 
strength of the personal integrity, under- 
standing, and political action of the citizen. 

A profession that furnished six of the fifty- 
nine signers of the Declaration of Independ- 
ence cannot afford to neglect political respon- 
sibility when the very essence of democratic 
government is threatened at home and 
abroad. We ought not to let the “M.D.” after 
our names disenfranchise us as voters and 
active participants in political organizations. 

Obviously we must assume responsibility 
for the formulation of public policies that 
are fundamentally medical. We did not hesi- 
tate to assume this responsibility when the 
program of compulsory health insurance 
threatened the traditional freedom of the 
physician, but in our preoccupation with this 
political issue we have overlooked our obli- 
gation to give sound, intelligent direction 
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“to the health measures which will affect 
all people in all stations of life, regardless 
of race, color, or creed.’’§ I agree with Dr. I. 
Ridgeway Trimble that physicians ought to 
become leaders in the field of medical states- 
manship.® To qualify as medical statesmen 
we must learn to equalize and evaluate the 
total economic and social forces of our time 
as they relate to the practice of medicine 
and to our own personal interests. A states- 
man is a man who can balance conflicting 
claims and interests against his own personal 
claim and interest. 

Political activity must go beyond issues 
which are directly related to medicine into 
the broader area of national and interna- 
tional affairs. As L. A. Alesen puts it, “We 
have been so preoccupied with the science 
and art of medicine that we have given only 
sporadic and superficial attention to the fact 
that we are citizens of a great commonwealth. 
We are committed irrevocably to its successes 
and its failures. We could, if we chose, exert 
a most wholesome and constructive influence 
upon the economic, social, and political insti- 
tutions of which we are a part.’’!° 


Hippocrates said, “To observe, to think, to 
record.” He was speaking of medical case 
histories, but his advice can well be applied 
to the present political scene. In order to 
understand this political scene, we must take 
time to get accurate information about the 
issues. We will not get this information by 
reading the tons of mass propaganda sent 
out by the various pressure groups. If we 
form our political opinion on the basis of 
this propaganda we will think in terms of 
emotional, political slogans instead of reali- 
ties. Overshadowing all local political issues 
is the problem of world-wide Communism 
and world peace. 


As physicians we know better than the 
average citizen what atomic warfare and 
germ warfare mean to human life. The 
United States has become the leader of the 
free world, and international policy is crucial. 
We can serve as leaders advocating better 
international understanding, for science and 
medicine have always transcended nationalis- 
tic feelings. For example, this instance from 
World War II was reported by Dr. Trimble: 

“When the Germans were driven out of 
Paris by our Army in World War II, the 
commanders of German Military Hospitals 
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were ordered to sabotage their hospitals so 
that they would be unusable by the American 
and British forces. The German medical of- 
ficers disregarded this order. In only one hos- 
pital was there any sabotage. In Hospital 
Beaujon a hand grenade had been exploded 
in the telephone switchboard. All the rest 
of the hospital was ready for immediate oc- 
cupancy and use, with x-rays apparatus in 
perfect working order, instruments in order 
in their cabinets, 

To the extent that we keep up with in- 
ternational developments in the field of medi- 
cine and seek to establish policies of coopera- 
tion and friendship among physicians from 
other countries, we will prepare ourselves 
for the role of leaders in international under- 
standing. Politics is a practical business. Ef- 
fective political activity understands the fine 
art of compromise and the necessity of or- 
ganization. The physician should not hesitate 
to be active in politics at the precinct and 
state level. Such activity is already beginning. 
For instance, Florida doctors four years ago 
organized the Florida Medical Committee 
for Better Government. That committee has 
grown into a permanent statewide organiza- 
tion which is active in every county in 
Florida.!” 


The freedom to practice medicine is set 
within the larger freedom of a democratic 
society. That democratic way of life faces 
a crisis. In medicine we know that a crisis 
can turn into life or into death. The tech- 
nically trained person cannot retreat from 
his political responsibilities. 

V. My fifth and final proposition. Reli- 
gion is universal in the experience of indi 
viduals and cultures. Every man lives by some 
faith. If the doctor professes a religious faith, 
he has a responsibility to organized religion,— 
Church, Synagogue, or ‘Temple,—which 
teaches and preaches the faith he has pro- 
fessed. All men live by faith of some sort, 
and the question is, by which faith shall we 
live? 


Dr. Erich Fromm has pointed out that 
religion as a psychological experience is uni- 
versal. We all have an object of devotion and 
a frame of reference. For Dr. Fromm that 
object of devotion and that frame of refer- 
ence is man. For others it may be the God 
of Judaism or Christianity. We can no longer 
define the issue in religion as a conflict be- 
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tween the superstition of the believer and 
the science of the non-believer, for both are 
believers. Even Dr. Arrowsmith, in Sinclair 
Lewis's novel, was a believer when he prayed, 
“God help me not to depend on God.” 

As far as Christianity is concerned the 
relationship between medicine and religion 
has passed through three stages. In the first 
stage medicine was both fostered and domi- 
nated by religion. The monasteries were hos- 
pitals. But the domination eventually ham- 
pered the freedom of medical research. 


In the second stage medicine in many re- 
spects divorced itself from religion and a 
state of antagonism developed. In that stage 
there was an attitude of “courteous contempt” 
between physician and parson. The doctor’s 
image of the parson was that of a bigoted 
reactionary opposed to science, substituting 
prayers and magic for sanitation and scien- 
tific medical care. On the other hand, the 
minister saw the doctor as a profane agnostic, 
disciple of Tom Paine, Bob Ingersoll, and 
Brann, the iconoclast. Even at the time these 
viewpoints were held, they were distorted 
caricatures. 


Now the situation has changed. We are 
coming to see with J. R. Killian, Jr., that 
“the good life rests upon a working partner- 
ship between science and religion.”!% Thus a 
third stage appears which has existed to some 
extent at all times in history, namely, an in- 
telligent cooperation between medicine and 
religion. Confidence and cooperation be- 
tween physician and parson are replacing 
the former attitude of courteous contempt. 
The Rev. Mark S. Werrsing delivered an 
address, ““The Civic, Religious and Moral 
Obligations of the Medical Profession to the 
Community,” to the annual assembly of the 
Mississippi Chapter of the American Acad- 
emy of General Practice, in 1953. The mod- 
ern clergyman receives clinical training under 
the direction of psychiatrists in many of our 
hospitals and cooperates with the physician 
in bringing about sound mental health. Such 
clergymen do not pretend to practice psy- 
chiatry but they do give guidance and do 
cooperate with the medical profession. 


Many physicians are coming to share the 
attitude of Dr. Nathan Davis, a founder of 
the Medical School of Northwestern Univer- 
sity, who on one occasion said, “I have en- 
deavored to live so that any day, any moment, 
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I could render my accounting to God.” At a 
practical level, if we are members of a church, 
this implies more than nominal membership. 
Our responsibility to the Church is not dis- 
charged by writing an occasional check or 
furnishing a background for our wife’s Easter 
bonnet. It goes deeper than that. We must 
understand our faith at a mature level, par- 
ticipate in worship, and contribute gener- 
ously to the support of organized religion. 


The physician’s support of organized reli- 
gion takes on a wider significance when we 
recognize that the real struggle between Com- 
munism and democracy is a struggle between 
faiths and that it must be resolved on a 
spiritual plane for, as Toynbee, the historian, 
has pointed out, the crisis in Western Civiliza- 
tion is a spiritual crisis. In one sense Com- 
munism is a religion, and the ultimate issue 
between Communism and democracy is not 
at the economic, political level, but at the 
spiritual level. Historically our freedoms are 
rooted in the Christian faith, and it is this 
faith which confronts Communism at an 
ultimate level. If we as physicians are mem- 
bers of churches, we cannot escape our re- 
sponsibility as churchmen. 


Conclusion 


In conclusion, Morton Thompson in his 
last novel, Not As a Stranger, wrote the story 
of a doctor who tried to practice medicine 
as a stranger from the community of men. 
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He was a stranger to his family, his wife, his 
patients, his fellow doctors. At the end of 
the novel Lucas Marsh, “a specialized human 
being,” came to the point where he yearned 
for people and realized that he could not live 
apart from his fellowmen. Dr. Marsh real- 
ized that a man apart from his community 
“was lost. A lost man was a dying man, he 
could not live without his fellows, there was 
a poison in it, a deadly sickness, the sickness 
of a newborn and the cord ripped, and the 
man lost, and he must die.” After this reali- 
zation Dr. Lucas Marsh, restored to com- 
munity, “picked up his bag and went out 
into the world and began the practice of 
medicine.” 
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False Prophets in Proctology* 


MARK M. MARKS, M.D., Kansas City, Mo. 


The charlatan finds the anorectal diseases a fertile field to 


plough, preying on the unhappy patient through fear. 


IN NEARLY EVERY City there are doctors of 
medicine who practice their profession out- 
side the ethical confines of the majority. Since 
medical ethics is intended for the protection 
of the patient, those unrestricted by oath and 
regulation often resort to methods inimical 
to the best interests of their patients. Because 
the public may not know the difference be- 
tween ethical and unethical medical prac- 
tice, it becomes our duty to be well informed 
as to the nefarious methods of these unethical 
practitioners so that we can, in some measure, 
guide those who come to us for aid. 

The problems relative to anorectal disease 
have only recently become a_ recognized 
specialty. Despite the rapid progress of medi- 
cine and surgery in the past half century, 
the functions, diseases and malformations of 
the terminal bowel did not receive the same 
serious thought as other portions of the body. 
Had it not been for the perseverence of a 
few this specialty would still be struggling 
for recognition. The anatomy, physiology and 
pathologic variations of the parts are rela- 
tively unknown to many who treat procto- 
logic diseases with little understanding and 
rarely ask help of a qualified person. There 
are still medical schools who make no attempt 
to teach proctology. This deprecatory attitude 
of the medical profession in the past was, and 
still is, in a great measure responsible for the 
charlatans that prey upon an unsuspecting 
public. 

With the passing of time the wandering 
‘eye specialist’ disappeared from the scene. 
So, too, the footloose ‘pile doctor’ has ceased 
to treat and run. Now, fortified with a doc- 
tor’s degree in medicine he has found that 
by skillful advertising he can easily frighten 
and, by devious means, entice people into 
coming to him. 


Who are these doctors and how do they 


*Read before the Section on Proctology, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-ll, 1954. 


enter into such practices? Generally they are 
transients ready to lend themselves and their 
medical degree for easy money. Their procto- 
logic training for the most part is minimal 
or nil. An example of such personalities may 
be seen in the following story: 

A surgeon of my acquaintance was unable 
to gain a livelihood after several attempts 
in various localities. He stopped to discuss 
his problem with me. I asked if he had any- 
thing in mind and was informed that he 
intended to join an advertising clinic. When 
I reminded him that he had no training to 
enter this field, his glib reply was, “I'll learn, 
there will be plenty to do where I’m going.” 
On the following day a half page advertise- 
ment from this clinic in the city newspaper 
shouted in large type, “This is to announce 
that Dr. X, who has been interested in rectal 
diseases for the past 16 years, has now 
joined our staff.” Within a few years he 
became Chief Surgeon of the clinic. When 
by chance we would meet on the street, he 
would recount with evident relish, the num- 
bers of people treated and the tactics used 
to frighten them into accepting their services. 
Some such clinics employ osteopaths, naturo- 
paths, chiropractors or any others who may 
be able to attract patients for treatment. 

The methods employed by advertising rec- 
tal clinics have become standard with minor 
variations. Contacts with potential patients 
are made in several ways. The first approach 
may be by mail. Names and addresses are 
obtained from a list supplied by organiza- 
tions that traffic in such things. There is 
a friendly letter saying that their illness had 
been brought to the attention of the insti- 
tution and, if the sufferer will fill out the 
enclosed self-diagnostic sheet, useful advice 
will be forthcoming. There may also be in- 
cluded a house organ, a magazine full of 
homey information and notes regarding the 
progress of patients under treatment, affi- 
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davits and testimonials from former patients, 
real and imaginary, photographs of groups 
celebrating birthdays and special events along 
with favorite recipes, poems and words of 
advice. 

If there is no reply to the initial letter 
there is a second and a third with increased 
warnings of the dire consequences of neglect. 
The fear of cancer is injected early in the 
correspondence and repeatedly reiterated. If 
the potential patient remains reluctant to 
avail himself of the opportunity to ‘come 
and be healed,’ there may be even a _ per- 
sonal call from a ‘neighbor’ who has come 
‘out of kindness of his heart’ to persuade 
him to do so. Often there is remuneration 
to the successful persuader. 


Other gimmicks often used are requests of 
patients for names and addresses of relatives, 
friends or acquaintances who may be in need 
of the clinic services. As the list of names 
grows, it becomes more valuable and is sold 
for a still higher price. To keep the friendly 
touch, everyone’s birthday is remembered 
with a card or small token. Other devices 
used to nudge the memory are cartoons, bits 
of verse and reminders of various sorts. There 
is also a constant flood of advertising in city 
newspapers, farm and trade journals and even 
on streetcars. 


When the patient comes to the clinic he 
is examined by a member of the medical 
staff. Proctosigmoidoscopy is infrequently 
done. A suspicion of malignancy is sufficient 
to send the patient to an outside surgeon 
with whom previous arrangements have been 
made for such matters. Medical terms are 
loosely used not to explain but to impress 
and confuse the patient. Minor ailments are 
magnified or misnamed and potential malig- 
nancy is constantly threatened unless imme- 
diate surgical correction is made. A patient 
frightened in this manner by the multiple 
diagnoses of ruptured rectum, fistula and 
anal tumors proved to have nothing more 
than an acute fissure and small non- 
symptomatic hemorrhoids when I examined 
him an hour later. 


A common practice of the unethical clinics 
is to insist upon pre-surgical treatment to 
‘eliminate poisonous wastes’ by colonic irri- 
gations. As a therapeutic measure this has 
long been proven a useless and even harmful 
procedure. Yet these advertising clinics, as 
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well as sleazy bath parlors, chiropractors, 
naturopaths and others, not to miss out on 
the profits to be made from such practices, 
persist in irrigating while claiming to cure 
a host of human ailments. Since the actual 
procedure of bowel washing is generally per- 
formed by persons without knowledge of basic 
physiology, its potential dangers are readily 
envisaged. 

Some months ago I was called to attend a 
patient in a hotel. He was an obese, elderly 
man in acute distress because of severe pain 
and tenderness in the lower left quadrant 
of the abdomen. He said that he had just 
returned from an advertising clinic. His pri- 
mary complaint was severe anal itching and 
bleeding on defecation. He told the doctor 
who examined him that he was hyperten- 
sive. Colonic irrigation was instituted to pre- 
pare him for surgery. These had been painful 
and on the last treatment a tenderness in 
the left flank appeared. The treatments cost 
him two hundred dollars. The pain in his 
side proved to be a ruptured diverticulum 
with peritonitis. 

When surgery is done at these clinics, it 
is usually under local anesthesia and in stages. 
Hospitalization may be in the institution 
itself or in a nearby hotel. Between opera- 
tions, treatments of a sort are given by women 
in white, presumably nurses. Written guar- 
antees are given to all who complete the 
prescribed course of treatments. This war- 
ranty may be simple parchment or a more 
elaborate illuminated print stating the clinic 
will correct without charge any further dif- 
ficulty. It has been my lot and that of many 
others, I am sure, to complete or correct the 
surgery done on patients who presented one 
or more such affidavits. When they were 
asked why they had not returned to the 
givers of such guarantees, they answered that 
they had done so but had been told that their 
present condition was a new illness, there- 
fore, not binding. 

A year ago a urologist asked for my help. 
An unethical clinic had made a diagnosis of 
“watering-can fistula” and referred the pa- 
tient to him. He could find no evidence of 
urinary disease. The patient had a classical 
picture of perianal hydradenitis. My descrip- 
tion of the syndrome and its lack of bowel 
involvement proved to no avail. When the 
patient relayed the information back to the 
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clinic, he was not believed since the patient 
was operated upon for multiple anal fistulae 
which he did not have. 


Many of these advertising clinics have ex- 
isted so long that medications under their 
labels have become standard proprietaries in 
the drug stores. Ample literature is available 
with each package of ointment, suppositories 
or laxative, guiding the purchaser to the 
welcoming arms of the institution. 

What of the charges for their services? A 
well trained business manager makes the fi- 
nancial arrangements. Mortgages on farms, 
homes and life insurance are arranged for 
and plans for payment are made. To my 
knowledge charity or service cases are never 
taken. A month or an even longer sojourn 
in or about the confines of the clinic is a 
common length of stay for even minor condi- 
tions. When the patient is limited in funds 
he may stay a shorter time but must return 
at stated intervals for more treatment. The 
cost of the afore-mentioned literature, secre- 
tarial help and other ancillary assistance, as 
well as the long stay and travel, makes the 
cost to the hapless patient far more than 
any ethical doctor would hope to ask. 

One may well wonder as to the protection 
afforded by Better Business Bureaus and 
Chambers of Commerce. They are fully aware 
of the iniquitous practices but since so many 
of the professional and non-professional mem- 
bers of the clinics are members of these and 
other civic organizations, they are loathe to 
criticize, thus granting immunity. Medical 
societies unable to police and without juris- 
diction over such unethical medical men do 
not even trouble to instruct their own mem- 
bers about these cankers in their bosom. 


As long as the general profession looks at 
proctologic problems as little more than of 
nuisance value, these false prophets will, by 
devious means, find a place and prosper. 


Discussion (Abstract) 


Dr. W. J. Rosser, Birmingham, Ala. Dr. Marks’ 
paper “False Prophets in Proctology” is in my opin- 
ion very timely. There are many cults and false healers 
defrauding the public today. Surely no fraud could 
be more reprehensible than that of defrauding the 
sick and the afflicted. Proper treatment is often de- 
layed so long that no curative treatment can be 
instituted, and a cure is often claimed where no 
disease really existed. 

No field in the practice of medicine has been 
more subjected to the wiles of the quack and the 


FALSE PROPHETS IN PROCTOLOGY—Marks 163 


charlatan than our field of proctology, and especially 
that part relating to diseases of the anorectum. 


Thanks to the untiring efforts of a few men in 
the medical profession, the importance of the anus, 
rectum and colon has been emphasized. Examination 
of these organs as a part of every general physical 
examination has been stressed. During the past 25 
or 30 years proctology has become a_ recognized 
specialty. There is no longer any excuse for diseases 
of these parts to go undiagnosed or untreated by 
competent men. In spite of all this we still have the 
quack, the charlatan and the false prophet in proc- 


tology. 


Almost every field of medicine has been invaded 
by false prophets. Every new discovery in medicine 
brings forth a new quack and quacks are quick to 
use new ideas to their advantage. Most of them have 
a Dr. before their names and call themselves doc- 
tors. Someone has said that this is similar to a 
tadpole calling himself a fish or a tumble-bug calling 
himself a mocking bird. 

In addition to doctors of medicine in this category 
one need only to read the daily papers to learn of 
the multitude of nostrums guaranteed to cure all ano- 
rectal diseases. The chiropractors claim to cure every- 
thing including hemorrhoids without medication or 
surgery. 

Dr. Marks has said that the medical profession is 
responsible for much of the quackery in proctology. 
I agree with him. An educated quack is an especially 
dangerous one, and one with an M.D. degree is most 
dangerous of all. 


If students of medicine are taught the anatomy, 
physiology, function and pathology of the anus, rectum 
and colon, and later the proper methods of diagnosing 
and treating diseases of these parts many of the 
false prophets in proctology will disappear. 


Much has already been done in this area during 
the past few years, in the way of programs aimed 
at educating and informing the public, but much 
remains to be done. We physicians ourselves stand 
in a position to do more about this deplorable situa- 
tion than anyone else. In our everyday contact with 
our patients, and as citizens in our communities, 
our influence should be such that our advice in 
all matters relating to health and disease would 
be sought and heeded by everyone. We should strive, 
at all times, to bring about this situation. It is the 
duty of those of us in this specialty to see to it that 
students, interns and residents get all the instruction 
and guidance available during the years of their 
training. I believe that this, combined with proper 
patient-physician relationship, will solve many of the 
problems confronting us. 


Dr. Thomas W. Brockman, Greenville, S.C. In 1946, 
as President of the South Carolina Medical Association, 
I never worked harder than I did in our House of 
Delegates to recommend to the Legislature that we 
get a basic science law. To my surprise, two of our 
members of the State Board of Medical Examiners 
fought me on the floor on the grounds that impractical 
professors in the various colleges, professors of physics, 
etc., would set up examinations which would cause 
all of our old medical students to fail because they 
would be impractical. They argued strongly and 
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defeated me. I guess I was getting to the age where I 
was not the fighter I used to be and I was discouraged. 

That is why I am appealing to you younger men 
to fight while you are young. 

The answer to the problem is a basic science law in 
every state of the Union. If a practitioner can pass a 
basic science law he will be less dangerous and Mr. 
Public will soon join us if they know the protection 
given by a basic science law. In South Carolina we 
have a director of lawyers who is slowly gathering all 
details for the time when he goes before the Legisla- 
ture to outlaw the naturopaths with a basic science 
law. He knows he has to have a lot of “sure-enough” 
and good evidence. There are not many states like 
Tennessee which has ruled them out by legislative 
action. When that happened they moved over into 
South Carolina. 

All of you in states that do not have such a law 
should go home and start getting one. That is the 
answer in my judgment. We must not fear making 
ourselves conspicuous in getting out and fighting the 
naturopaths whom we hear on the radio and whose 
advertisements we see. Good and intelligent people, 
who should know better, still go to non-medical prac- 
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tioners. Some of them make a lot more money than 
many of my friends; we are not jea. us of that; we 
are jealous of the way they do it, the unfair, dishon- 
orable way they fool the public. 


Remember the basic science law is your only weapon. 


Dr. Marks (closing). For the past twenty years I 
have seen a steady stream of patients who suffered 
more following their rectal surgery than before. With 
few exceptions they were operated upon by surgeons 
with limited knowledge in that field or by advertising 
clinics where some unknown doctor practiced his 
nefarious trade. I see small difference between the 
ethical and unethical practitioner who feels he can 
do no wrong. 

It is a sad commentary on the medical profession 
to know that, although the urologist, gynecologist and 
proctologist are allied in their work, they are still 
miles apart in their thinking. 

I want to thank Dr. Thomas Brockman for his 
discussion. He has pointed the way to correct a 
great defect in licensure of those who heal the sick. 
It is by such persistence that honest laws will be 
established to protect the public. 


Evaluation of Innocent Heart Murmurs’ 
CHESTER P. LYNXWILER, M.D., and JAMES L. DONAHOE, M.D.7 


St. Louis, Mo. 


The significance of cardiac murmurs in children is at times difficult of evaluation. 
Observation over several years may be necessary to clarify this point. 


GREAT stTRIDES have taken place in the diag- 
nosis and treatment of heart disease in chil- 
dren during the past 15 years. The battery of 
tests now available to the physician, including 
cardiac catheterization, aortography, angio- 
cardiography, and phonocardiography to name 
but a few, place the task of distinguishing the 
various congenital and acquired cardiac le- 
sions within the realm of possibility. Yet on 
frequent occasions we are faced with the diffi- 
cult task of evaluating a systolic murmur in a 
child normal in all respects and with apparent 
lack of a clinical history suggesting cardiac 
disease. Because the more complicated exam- 


*Read before the Section on Pediatrics, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 


*Terminology “Innocent” is recommended by the American 
Heart Association. 


7U. S. Public Health Fellow in Pediatric Cardiology. 


inations are expensive to the patient or pa- 
tient’s family and since the majority of these 
examinations require the service of specialists 
usually associated with larger teaching institu- 
tions, we do not feel justified in submitting 
the patient to the more complex examinations 
unless the routine examination is insufficient 
for accurate evaluation. 

This paper is not concerned with the diag- 
nosis of the various congenital and acquired 
cardiac lesions of the child, but rather to 
point out some of the findings more or less 
characteristic of the so-called innocent heart 
murmur. 

Incidence 
The frequent occurrence of innocent systolic 


heart murmurs of unknown etiology is well 
recognized. To emphasize the frequency and 
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importance of this problem one has to refer 
but briefly to the pediatric literature.1-3 Ep- 
stein* reported the incidence of innocent mur- 
murs to be 50 per cent in a group of 251 pa- 
tients followed for a 5-year period (ages | 
to 7). Blumenthal® reported that 24 per cent 
of the children referred to the Congenital 
Heart Clinic at Mount Sinai Hospital in New 
York City have innocent murmurs. Keith® 
found innocent murmurs in 61.3 per cent of 
1,146 Toronto children of school age referred 
because of heart murmurs. We would like to 
refer briefly to data collected from our Heart 
Clinic which supports this prevalence of inno- 
cent murmurs in children. 

Table 1 reveals the incidence of such 
murmurs in our Clinic to be 36 per cent of 
1,706 cases. These children are referred by 
physicians for complete evaluation and diag- 
nosis. Routinely the children have a complete 
history, physical examination, blood counts, 
fluoroscopy, x-ray film of chest with barium 
swallow in three views and an electrocardio- 
gram. This entire group of children have been 
observed for a period of about 6 years. We 
feel that follow-up examinations are of ex- 
treme importance in children with innocent 
murmurs, but we also feel that undue concern 
should not be shown by the physician and the 
child be allowed to lead a normal life in ev- 
ery respect. Undue emphasis on the murmur 
by the physician tends to produce a cardiac 
neurosis both in the child as well as the par- 
ents. 

Subsequent Evaluation 
Further analysis of this group of innocent 


murmurs at the end of 6 years reveals rather 
interesting data as shown in table 2 and 3. 


From tables 2 and 3 we see that at the 
end of 6 years 97.5 per cent of the cases re- 


TABLE 1 


REFERRALS TO CHILDREN’S HEART CLINIC— 
FIRMIN DESLOGE HOSPITAL* 


Diagnostic Classification Cases 
No organic heart disease 452 27% 
Innocent murmurs 620 36% 
Possible heart disease 153 9% 
Potential heart disease 115 71% 
Rheumatic heart disease 102 6% 
Congenital heart disease 229 138% 
Acute rheumatic fever 35 2% 
Total 1,706 


*Supported in part by the St. Louis Heart Association. 
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main in the innocent murmur group or the 
murmur has disappeared confirming the diag- 
nosis. In 2.5 per cent the diagnosis was chang- 
ed, which emphasizes the need for follow-up 
examinations. Likewise, in the interventricu- 
lar septal defect group, at the end of 6 years 
one-third of the murmurs have disappeared 
on follow-up examinations leading to a diag- 
nosis of an innocent murmur. Here again 
follow-up examinations are of utmost impor- 
tance in removing the stigma of congenital 
malformations of the heart from the lives of 
these children. 


Innocent Murmurs 


The group of innocent murmurs can be 
broken down into 2 main types—basilar and 
apical. The basilar type are far more com- 
mon but less likely to be confused with or- 
ganic lesions. The clinical characteristics of 
this basilar innocent murmur are summarized 
in table 4. 

The apical innocent murmur, although less 
common, is more easily confused with organic 
murmurs, especially murmurs associated with 
acquired lesions of the mitral valve. Table 5 
summarizes the characteristics of such a mur- 
mur. 


Perhaps it would be of value to reemphasize 


TABLE 2 
INNOCENT MURMURS (620) 


Not present on subsequent examination 220 
Diagnoses changed to ventricular septal defects 10 
Developed murmurs typical of patent ductus at age 
4 to 6 years 4 
Unchanged 386 
TABLE 3 
VENTRICULAR SEPTAL DEFECTS (73) 
Murmurs not present on subsequent examinations 25 
Unchanged 48 
TABLE 4 


CHARACTERISTICS OF BASILAR_ FUNCTIONAL 
MURMURS (500 OF 620 CASES) 


Systolic in time. 

At the 2nd and 3rd left intercostal space, close to the sternum. 
Groaning in quality (not harsh or blowing). 

Intensity changes with change in patient's position. 

Variation in intensity from one examination to another. 
Poorly transmitted. 

Not associated with a thrill. 

Pulmonic second sound of normal intensity. 
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TABLE 5 


CHARACTERISTICS OF APICAL FUNCTIONAL 
MURMURS (120 OF 620 CASES) 


Systolic in time. 

Maximum intensity in 4th and 5th left intercostal space medi- 
al to the apex. 

Transmitted to the apex and up the left sternal border. 

Groaning in quality. 

Intensity changes with change in patient's position. 

Intensity varies from examination to examination. 

Not associated with a thrill. 

Pulmonic second sound of normal intensity. 


the significance of listening closely to the pul- 
monary second sound. As stated in tables 4 
and 5 this is normal in functional murmurs, 
whereas in pulmonic valvular disease the sec- 
ond sound is decreased or absent, and in con- 
ditions producing increased pulmonary artery 
pressure, whether primary or secondary, the 
pulmonic second sound is accentuated. 
While the exact data is not at hand it ap- 
pears that the incidence of innocent murmurs 
is highest in our group of patients between 
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the ages of 8 to 12 years. The incidence of in- 
nocent murmurs under the age of 3 years is 
very small and murmurs in this age group 
should always be looked upon with suspicion. 


Summary 


The prevalence of innocent heart murmurs 
in children has been presented. An effort has 
been made to give some of the characteristic 
findings of the two types of innocent mur- 
murs and to emphasize the need for follow-up 
examinations of children having such mur- 
murs. 
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The Obstetrician and the Sterile Patient« 


LEO J. HARTNETT, M.D., St. Louis, Mo. 


Though the sterile couple is not the responsibility of the gynecologist or obstetrician only, 
he does seem to carry the major portion of the burden. The author outlines the needs 
for an experimental approach to certain of the problems. 


Ir Appears that this generation is determined 
to increase the population as rapidly as it 
can. The birth rate is on the increase even 
after a phenomenal rise in the early post 
war period. Young married couples are in- 
terested in families and, amazingly, they de- 
sire large ones. The origin of this mass desire 
for large families cannot be explained. 


When a couple has been married for a 
reasonable length of time it is usually ex- 
pected that the wife will become pregnant. 
This period will vary with different couples, 
but anxiety states often develop when preg- 
nancy does not occur at the expected time. 


*Chairman’s Address, read before the Section on Obstetrics, 
Southern Medical Association, Forty-Eighth Annual Meeting, 
St. Louis, Mo., November 8-11, 1954. 


When pregnancy does not occur it is natural 
that the woman will consult her physician 
first, because the male is ordinarily of the 
opinion that the responsibility could not be 
his and the wife, being a better psychologist, 
assumes the responsibility and the leadership. 
It is natural, also, that she will consult the 
physician whom she thinks knows most about 
the problem. That one would appear to be 
the physician who delivers the babies. In this 
judgment she is correct, for fertility and in- 
fertility have been a problem which is ever 
present in the life of the obstetrician and 
many developments in this field have been 
the result of this interest. 


There are minimal standards which can 
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be used as a guide for the investigation of 
an infertile couple. The obstetrician may 
elect to go beyond these minimal require- 
ments, but the patient who presents herself 
for study is entitled to receive the benefits 
at least of this minimum. Also, such investi- 
gation should be carried out at the hands 
of a physician who is capable to perform it. 
By such a screening process 70 to 80 per cent 
of the causes of infertility may be determined. 


These minimal procedures require descrip- 
tion. First, a complete history must be ob- 
tained in order to determine whether or not 
there has been previous damage to the genital 
system. Secondly, a physical examination is 
performed, which must include a careful 
pelvic examination directed to determine 
grossly the state of health and development 
of the genital tract. Thirdly, the male element 
requires screening by examination of the 
cervical mucus two to three hours after 
coitus. When active, well developed spermato- 
zoa are obtained from the cervical mucus 
after this length of time there is little doubt 
that the male element is capable of impreg- 
nating a normal mate. Similar information 
may be obtained from the Huhner test, and 
these tests should not be offensive to anyone. 


At the beginning of the investigation the 
couple should be taken as a unit. The term 
“infertile” is applied to the couple who has 
been unable to conceive and in whom no 
definite impediment to pregnancy has been 
discovered. The couple is “sterile” when 
there is known to exist one or more impedi- 
ments to pregnancy, and which must be cor- 
rected before conception can take place. 
Therefore, the “sterility” patient assumes an 
added importance and becomes a greater re- 
sponsibility for the physician. 

As gynecologists, we have encountered no 
difficulties in the investigation of couples as a 
unit. However, if we elect to treat the couples 
as a unit, we then will find ourselves in the 
awkward position of having 60 per cent of our 
sterility problems as male patients, since it 
is a statistical fact that when sterility is in- 
volved, the male element is responsible in 
approximately 60 per cent of infertile and 
sterile couples. 

Gynecologists are faced, therefore, with the 
problem of delivering the infertile male into 
receptive and competent hands. Those of us 
who must make proper disposition of such 
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men for diagnosis and treatment of this con- 
dition know what results we are to expect 
from a series of 12 injections of Antuitrin-S 
and prostatic massage. We know very well that 
if no results are obtained by this treatment, 
in most instances it simply will be repeated. 


The need is urgent for competent, well 
trained urologists, who are interested in this 
specialty and who are able and willing to 
become part of a team to treat the infertile 
and sterile couple. In my experience there 
have been many disappointments. Whether 
this is due to the time consuming effort re- 
quired, the low pay, or the questionable 
results obtained, probably will remain un- 
answered. However, in the absence of co- 
operation of the urologist, there has arisen 
the “sterility specialist,” who treats both men 
and women, and most of these were trained 
fundamentally as gynecologists. It is reason- 
able to assume that this particular hybrid 
owes its existence to the paucity of competent 
urological consultants. It becomes evident that 
the “sterility specialist” will survive unless 
competent, cohesive consultation is available 
between the gynecologist and the urologist. 


There has been no recent progress in the 
treatment of male sterility, to my knowledge, 
and there is little to offer a male who cannot 
produce virile spermatozoa. Many “sterility 
specialists’ do not consider the treatment of 
such male patients worth while and take the 
obvious short cut to artificial insemination. 
“Sperm banks” are available in many medical 
centers and, should the practice of artificial 
insemination become acceptable generally, 
there is the probability that investigation of 
male sterility will lag. There are moral and 
legal incompatabilities concerned with ar- 
tificial insemination, and those who have 
given thought to these aspects are appalled 
by the ramifications of this many faceted 
problem. Let it suffice to say that the answer 
to the question of such a practice lies in 
the future consideration of a wiser and braver 
generation. 


The approach to sterility in the female has 
received considerable impetus during the last 
decade. Perhaps it has been because the fe- 
male is willing to submit herself for exami- 
nation and treatment. It may be, also, be- 
cause she is willing to assume responsibility, 
rather than have her more sensitive partner 
risk the injury to his vanity which invariably 
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accompanies the knowledge of a low sperm 
count. Whatever the reason, the gynecologists 
have had more to work with and, apparently, 
a greater incentive. The incentive may have 
its origin with the patient and simply be the 
response to a demand. 

When the male element can be eliminated 
as a cause of sterility there is an orderly 
approach to female infertility. There are 
three essentials for pregnancy. First, an ac- 
cessible uterus which is capable of nidating 
a fertilized ovum; secondly, an oviduct which 
functions as a conduit for the sperm to the 
developing ovum, and which can deliver a 
fertilized ovum to the uterine cavity; and 
thirdly, a functioning ovary to produce the 
egg to be fertilized. The absence of any one 
of these three results in sterility and, there- 
fore, each is of equal importance. 

The ovarian factor is the most difficult 
to approach. A rise in basal body tempera- 
ture and the presence of secretory phase of 
the endometrium indicate the influence of 
progestin, but there is no assurance that an 
ovum has been produced. We presume, how- 
ever, that evidence of the progestin effect 
indicates ovulation and the absence of it in- 
dicates more certainly failure in the ovarian 
mechanism. There are investigators who be- 
lieve that stimulation of the ovaries to pro- 
duce ovulation is possible although this has 
not been proven. (In that respect it is more 
sensitive than the testicle in the production 
of spermatozoa.) Conversely this organ, being 
sensitive, can be influenced by emotional 
states. For the present, no means have been 
found to supply a human female with an 
egg when she does not have one of her own. 
The time when this is done may not be far 
away since fertilized ova have been implanted 
successfully in host female experimental ani- 
mals. It is likely that investigation directed 
toward the stimulation of ovulation will 
therefore continue. 

The uterus is the most accessible of the 
three organs for study and for treatment. 
This organ reflects the hormone balance of 
the individual. All sex endocrine potency is 
judged primarily by its effect on the endo- 
metrium. The anatomical structure can be 
determined by inspection, palpation and 
x-ray, and its muscular activity can be re- 
corded on the kymograph. Biopsy of the en- 
dometrium is routine. 
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Surgery performed upon the uterus for 
anatomical defects and new growth has been 
acceptable practice for many years and the 
results are gratifying. There is no need to 
discuss surgery of the uterus further. 


The third element in female fertility, the 
oviduct, has been most difficult to study. 
Except in rare instances, and only for a short 
time, has this organ been observed, except 
under the influence of drugs or anesthetics. 
We feel certain that two motor activities 
carry the ovum toward the uterine cavity. 
The ciliary activity of the epithelium and 
the peristaltic activity of the tubal muscula- 
ture probably combine their efforts to carry 
out their task. These activities would seem to 
be essential from the structure of the oviduct. 
Evidence of ciliary activity can be demon- 
strated in a patent oviduct. On the other 
hand there is no means at the present time 
to study or evaluate the presence or absence 
of peristalsis. 


The efforts of the gynecologist, therefore, 
have been directed toward determining the 
presence or absence of tubal patency. Insuf- 
flation and salpingograms are used widely 
and give rather conclusive evidence for this. 
Patency is essential of course, but it appears 
to be one of several factors involved. 


Efforts to restore patency of the tube re- 
ceived a severe set-back in 1936, and for 
many years the tube remained the only organ 
upon which the art of surgery refused to 
shed its blessing. Tubal surgery became a 
medical curiosity. In the light of newer in- 
formation, tubal patency can be restored 
and the oviduct responds favorably to sur- 
gical intervention which therefore is indi- 
cated. Though patency is evidence of a suc- 
cessful operation, the patient is still faced 
with all the other problems of infertility as 
well as the possibility that, although her 
oviduct is open, it may have been injured 
and unable to function. 

Up to the present time the obstetrician- 
gynecologist has led the way in female 
sterility and the advantage is still in the 
hands of this group. We are confronted, 
however, with obvious and unanswered ques- 
tions which, if neglected, will be answered 
for us by other groups. 

If the gynecologist - obstetrician assumes 
the responsibility for investigation and treat- 
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ment of the infertile couple, he must be 
prepared for the surgical management of any 
anatomical or pathological defect he may 
encounter in the female genital tract. This 
requires that he have special knowledge and 
training in operative technics designed to 
restore the uterus, tubes and ovaries to nor- 
mal in the light of our current information. 
He must keep abreast of new developments, 
report his results and keep information flow- 
ing to those who are interested in a like 
manner. 


There are many problems in surgery of 
the female genital tract which require inves- 
tigation, problems which can best be ap- 
proached if the gynecologists will work as a 
group. Foremost should be studies directed 
toward discovering the physiology of the 
uterine tube and the function of the nerve 
supply of this organ. Ciliary action is inde- 
pendent of nervous influence, however, tubal 
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peristalsis seems to be influenced by some 
nervous stimulation. Likewise, the anatomy 
of this nerve supply must be uncovered in 
order to avoid injury when surgery is at- 
tempted. Unless this information becomes 
available there is little hope that results from 
tubal surgery can be improved. Likewise, the 
information concerning the ovary is largely 
theoretical, and when studies of tubal physiol- 
ogy can be made available the physiology of 
the ovary can be investigated in the same 
manner. 

For the present it seems that we as a 
group have our work cut out for us. Unless 
we apply diligence, ingenuity and knowl- 
edge to the particular questions which re- 
main unanswered in female sterility, there 
are those who may be ready to do the task 
for us. 


634 North Grand Avenue 


The Private Physician in Venereal 


Disease Control* 


C. A. SMITH, M.D.,+ Washington, D. C. 


Continued case finding is imperative in syphilis control. The private physician 
now treating much of the acute syphilis must share in a program of prevention. 


THE success which members of our profes- 
sion and public health workers have achieved 
together in syphilis control stems from two 
separate basic and complementary sources. 
First in time came the research and the studies 
that developed the tools and their applications 
in diagnosis and therapy which were needed 
to find and treat syphilis simply, surely, and 
effectively. Heartened by this scientific 
progress the public supported vigorous case 
finding efforts in all states by means of mass 
blood testing, venereal disease education, and 
contact investigation. These efforts made pos- 


*Read before the Section on Public Health, Southern 
Medical Association, Forty-Eighth Annual Meeting, St. Louis, 
Mo., November 8-11, 1954. 

tChief, Venereal Disease Program, Division of Special 
Health Services, Public Health Service, Washington, D. C 


sible the treatment in the period 1941 to 
1953 of some four and one-half million peo- 
ple suffering from syphilis. 

The total effect of public interest and 
assistance working hand in hand with scien- 
tific discovery and its application has made 
possible a steady diminution in the incidence 
of syphilis, even though this period encom- 
passed the greatest war in history with all its 
attendant venereal disease hazards. It is the 
case finding aspects of our recent successes 
in syphilis control and the contribution which 
it can make to the stature and importance 
of the American physician which I wish to 
stress. For I believe that unless we 
can establish mutual cooperation between the 
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private physician who treats syphilis and the 
public health facility which finds the patient's 
contacts, we may well lose the ground which 
has been gained in syphilis control. 

To date our progress has been steady 
though not spectacular. In 1941, we esti- 
mated that 320,000 cases of syphilis occurred 
per year. Our estimate of incidence in 1953 
was very much reduced, amounting to only 
91,000 cases. But before anyone seeks com- 
fort from the latter figures, let me remind 
you that of these 91,000 only 18,000 were 
found and placed under treatment in the 
infectious stages. The remaining 73,000 under 
conditions of no restraint would have no dif- 
ficulty in recreating an incidence equal to, 
or in excess of the 1941 figure. Until recently 
our tools in the epidemiology of syphilis were 
quite efficient, but I must confess that our 
epidemiologic work in syphilis has lost a con- 
siderable portion of this efficiency in recent 
years. The first of these losses has come about 
because the syphilitic patients can no longer 
be interviewed and reinterviewed in hospitals 
and rapid treatment centers, under situations 
which were almost ideal to obtain the maxi- 
mum number of sexual contacts from whom 
the patient may have acquired or to whom 
he may have transmitted his infection. An- 
other loss of efficiency in syphilis contact 
interviewing and investigation springs from 
a reduction in the size of the team which 
health departments have been able to sup- 
port to carry on this important function. As 
you know there have been material re- 
ductions in federal, state and local funds 
which can be applied to venereal disease 
epidemiology. 

In recent years venereal disease case finding 
has relied increasingly upon contact inter- 
viewing and investigation. In moving directly 
from diagnosed cases to the sex partners this 
process leads to the persons in our population 
most likely to be infected. It is, therefore, a 
procedure equally useful in low and high 
prevalence areas and in periods of declining 
or rising incidence. The question is whether 
now and in the future such practices can 
be continued in a sufficient proportion of 
the infected group to decrease venereal disease 
rates further, or even to maintain the gains 
already won. 

The third reduction in the efficiency of 
syphilis epidemiology arises from the fact that 
a larger and larger proportion of our patients 
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having early syphilis are presently going to 
private physicians. As yet, epidemiological 
services equally effective to those now ex- 
tended to clinic patients have not been devel- 
oped on a national basis to serve these private 
patients. It may be that this failure of health 
workers stems from the fact that in previous 
years the number of infectious hosts was being 
reduced continuously through a massive op- 
eration conducted in public clinics and rapid 
treatment centers. This program of syphilis 
epidemiology was so great as to absorb the en- 
tire attention of epidemiologic workers in 
many communities. But from whatever it 
stems and however it was caused, it was poor 
public health practice then and it is even 
poorer public health practice now, with phy- 
sicians in private practice reporting approxi- 
mately 44 per cent of primary and secondary 
cases and 27.5 per cent of cases in the early 
latent stage, with the proportion gradually 
increasing over the last 10 years. 


I do not think that such realism need 
make us discouraged. The experience of a 
number of states makes very clear that a 
working relationship between the private 
physician and the contact interviewer can be 
established with profit to both. 

Advantages of a solid alliance between 
health department and private physician in 
venereal disease case finding is illustrated dra- 
matically by a recent event in one of the 
southern coastal states. Many of you here 
are aware that over the past year or two a 
series of small but exceedingly hazardous 
epidemics of venereal disease have been re- 
ported in various parts of the country. Late 
in August a private physician in a rural 
community in the South was visited by a 
representative of his State Health Department 
on matters unrelated to venereal disease. In 
the course of their conversation the physici-n 
remarked that within a week or two he had 
had two cases of early syphilis, which con- 
sidering the sharp drop of cases in the com- 
munity was rather disturbing. The health 
department representative offered to advise 
the venereal disease control people of this 
event and with the physician’s consent did 
so. Contact interview and investigation was 
initiated at once with the result that to date 
36 persons have been traced in this infectious 
chain and 11 cases of early syphilis detected. 
A few of the contacts were located as far 
away as Washington, D. C. The second il- 


VOLUME 48 


lustrative epidemic of syphilis began in No- 
vember, 1953 when a 16-year-old white male 
high school student with primary syphilis was 
referred by a private physician for a contact 
interview to the venereal disease clinic in 
a mid-southern city. The student named as 
his only contact a 29-year-old Negro male 
who was examined and was found to have 
secondary lesions with mucous patches in the 
mouth. It was later established that his con- 
tacts were exceptionally numerous, that they 
represented a cross-section of the student 
body of the high school attended by the 
16-year-old student, and that the relationship 
between the students and the homosexual 
had existed for at least four years. Realizing 
that the situation called for some different- 
than-routine contact investigation the officers 
of the health department decided to use the 
“birds of a feather” technic and _ recalled 
the original patient who revealed that his 
18-year-old brother also had a penile lesion 
and had been with the same homosexual. 
He also gave the names of five other boys 
fram the same high school with similar ex- 
perience. The brother was diagnosed as having 
primary syphilis, the latter gave no additional 
contact or suspect information. 


Recognizing the serious complications 
which might develop, it was decided in co- 
operation with the Superintendent of Schools 
and the high school principal that all of the 
boys named to date should be questioned 
to obtain additional suspects, and that these 
boys and others named by them should be 
used as vehicles for a word of mouth message 
to all the boys in the high school that every- 
one who had been with the man should come 
in for examination. 


Thirty-two boys were named as suspects 
during interviews and an additional 20 came 
in voluntarily; others may have reported to 
their private physicians. Three additional 
cases of primary syphilis were thus found. 


It is important to bear in mind that the 
source of the Negro’s infection was never 
found and that no female contacts were re- 
ported who may have introduced syphilis into 
this group or who may have further trans- 
mitted the infection. The chain of infection 
may therefore still be spreading through the 
high school and the community even though 
the man has left town. Nevertheless, the ac- 
ceptance of the community responsibility by 
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one private physician who referred the origi- 
nal case to the health department for contact 
interviewing broke at least five potential 
chains of infection in a fairly circumscribed 
population group. 

Contact interviewing is a time consuming 
procedure and those of us who work in 
venereal disease control on the public health 
side are well aware of the limited time that 
the man in private practice has to give to it. 
But this need not bar participation by the 
private physician in a community case find- 
ing program. One state, Idaho, already has 
in operation a plan enabling this participa- 
tion. Another state, Indiana, has recently es- 
tablished a system whereby every physician 
reporting a case of venereal disease receives 
a card requesting contact information as well 
as offering the health departments aid in 
obtaining it. And in two additional states 
recent arrangements have demonstrated how 
interviews of private cases can be conducted 
with full respect for the physician-patient re- 
lationship. 


In these two states, lowa and Missouri, be- 
tween July 1953 and March 1954, physicians 
and health departments worked together to 
arrange interviews of patients for whom the 
state paid a fee to the physician for diagnosis 
and treatment of venereal disease. In addi- 
tion, the public health personnel were per- 
mitted to interview some of the private 
patients for whom the state paid no fee. 


During the period of the study private pa- 
tients in the two states represented more than 
six-tenths of all cases of early syphilis re- 
ported. One-sixth of these were made avail- 
able for interview with the result that for 
every patient interviewed the names of two 
additional persons exposed to venereal infec- 
tion were obtained. This demonstrates that 
where the private physician and health de- 
partment both view the physician’s venereal 
disease patients as case finding opportunities 
the chance of more rapidly reducing the 
number of infectious hosts in the community 
and in the nation is materially increased. 


If venereal disease case finding through 
contact interview needs joint health 
department-private physician action so does 
the more remote preventive process of edu- 
cation. Physicians have long observed that 
infectious cases of venereal disease are seen 
most frequently among the younger age 
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groups. Recent data acquired in the Venereal 
Disease Program confirm this observation. 

In 1953, 22 per cent of primary and sec- 
ondary syphilis cases were in patients under 
age 20 at diagnosis and four-fifths were under 
age 35. Essentially the same pattern existed 
in gonorrhea. In both diseases the curve tilts 
steeply upward beginning at age 11 to 12 
years. 

These data demonstrate the existence of 
a venereal disease problem among the young, 
even the very young. Every educational skill 
and opportunity to prevent venereal disease 
should be organized and sharply focused upon 
our younger citizens, including those at the 
threshold of the teens. In his role as health 
counselor to patients and their children, the 
family doctor, particularly, may have oppor- 
tunities to begin and encourage this educa- 
tional process. Many among the younger 
venereal disease patients have no stable rela- 
tionships with a physician either personally 
or through their tamilies. The result is that 
preventive education, if it is to function, must 
do so through health departments or other 
public means or groups. Especially as to the 
very young, such a program is difficult to 
develop and conduct. In most cases it is a 
matter for local initiative and the discrimi- 
nating judgment which arises from knowl- 
edge of local affairs. Private physicians can 
supply these needs, and the enlisting of their 
support by the health officer may spell the 
difference between a sound educational pro- 
gram and a mediocre one. 


In syphilis control, we deal with not one 
but two diseases. The initial two years of 
infection represent the phase of com- 
municability, which may be followed by a 
chronic stage lasting a lifetime. In the late 
stages, usually in the first 15 or 20 years of 
the chronic period, we see those disastrous 
sequelae which supply our strongest reasons 
for all syphilis control. Here again the most 
urgent medical and public health purposes 
revolve about case finding. Last year special 
blood testing surveys serviced some 300,000 
persons in the United States. In urban areas, 
located principally in the industrial northeast- 
ern and central portions of the country, the 
rate of syphilis suspects detected by these pro- 
grams exceeded 9.5 per cent. While occa- 
sional cases of infectious syphilis may be 
picked up in blood testing surveys, the great- 
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est value of the procedure is its screening 
function for syphilis in latency when disability 
and premature death are still preventable. 

In the detection of syphilis in its later 
stages the private physician is strategically 
situated. Men and women who will never 
volunteer for a test in a mass program, or 
who have access to no such program, readily 
accept a blood test from the private physician. 
The taking of a blood sample is a simple 
matter; its examination for syphilis is free 
of charge in the health department labora- 
tories of most states. The biologic false posi- 
tive reaction is less likely today because of 
improved laboratory technics and new test 
procedures, although sound differential judg- 
ment is obviously required whenever a posi- 
tive reaction is reported. The importance of 
the biologic false positive reaction as a po- 
tential detector of early collagen disease is 
a valuable by-product of this activity. All 
conservative argument would seem to favor 
the routine blood test in private medical 
practice. Even a few cases of latent syphilis 
detected balance out a great amount of nega- 
tive serology and it is estimated conservatively 
that the syphilis reservoir remains at approxi- 
mately two million cases, and little headway 
is being made at the present level of opera- 
tion in reducing this reservoir. 

Finally, a brief word of emphasis about the 
importance of prompt reporting of venereal 
disease by stage. Reporting is frequently the 
most practicable method of putting the case 
finding mechanism into operation. The 
totality of reporting is the principal means 
of delineating the extent and location of the 
venereal disease problem. For health depart- 
ment personnel, it is an essential guide to 
program planning and budget estimates. For 
all of us, morbidity reporting helps to define 
the status of venereal disease control, and 
determines the amount of effort and financial 
support needed, locally and nationally, in 
meeting this problem. 


The emergence of the chronic and degenera- 
tive diseases as the great killers and cripplers 
of our day, in terms of numbers, draws to 
these conditions a major share of medical 
interest. Much of the drama of medicine is 
the mobilization of its resources against great 
problems. But new problems and new chal- 
lenges do not automatically dissolve the older 
ones. These remarks of mine have attempted 
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to suggest three avenues through which, to- 
gether, physicians in private and public health 
practice may continue to act effectively against 
some of the most ancient of diseases. First, 
the reporting of venereal disease, promptly 
and specifically. Second, the knitting up of 
all loopholes in the case finding network 
through contact interview and blood testing 
of all patients. And third, the development 
of better prevention of venereal disease 
through education. Unless and until we have 
some other medical weapon against transmis- 
sion these measures to support the therapeu- 
tic attack on venereal disease are in my judg- 
ment essential. 


Discussion (Abstract) 


Dr. J]. Earl Smith, St. Louis, Mo. At the end of 
each weekly issue of Public Health Reports, prior 
to the year 1952, there was a special section under 
the title: ‘Prevalence of Disease.” Just beneath the 
title and in italics appeared the following sentence 
so familiar to health officers, epidemiologists and 
others concerned with the control of communicable 
diseases: “No health department, state or local, can 
effectively prevent or control disease without knowl- 
edge of when, where and under what conditions cases 
are occurring.” 

Dr. Smith in his very excellent paper has again 
called our attention to the fundamental concept of 
communicable disease control contained in that very 
simple, but epidemiologically important sentence. 

Close examination of this gem of practical epi- 
demiology reveals at once that the physician, and 
especially the physician engaged in general practice, 
is the key person in any communicable disease control 
program and more specifically the effective control 
of the venereal diseases. The physician engaged in 
private practice is preeminently the unofficial health 
officer in any community. The official health officer 
is everlastingly dependent upon these unofficial medi- 
cal health officers for the success of any public health 
program particularly in the field of communicable 
disease control. He is dependent upon them for 
the all important knowledge “of when, where and 
under what conditions cases are occurring.” 

To merely say that the practicing physician is the 
key person in an effective venereal disease control 
program is not enough. We must ever bear in mind 
that the physician engaged in private practice is 
a very busy person and that usually he does not 
have the same philosophy of public health that we 
as health officers have. There is good reason for this 
difference in medical philosophy. The private physician 
is rightfully concerned with the individual patient 
whereas we, as health officers, are by law “family 
doctors” to the community in which we serve. 

This does not mean, however, that the private 
practitioner is not concerned or interested in the 
over-all health of the community in which he prac- 
tices. Quite the opposite. In my experience he is and 
always has been a most willing partner in public 
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health problems if he is properly approached and 
informed about them. The health officer then has an 
important role to play in effectuating successful public 
health programs. It is his job at all times to keep the 
medical profession informed about what goes on in the 
health department and to seek their advice on all 
matters pertaining to community health. Perhaps I 
belabor the obvious but this is necessary if we are 
to be successful in our joint responsibility of effective 
venereal disease control. 


In spite of optimism in some quarters we are not 
indifferent to the realities of venereal disease control. 
The evidence documented by Dr. Smith cannot be 
invalidated. As long as cases of syphilis and gonorrhea 
continue to be reported, and unfortunately all too 
often they are unreported or not found, we must 
continue a vigorous program against them. Unfound 
and untreated syphilis is the same disease as it was 
prior to the advent of penicillin. This fact cannot 
be ignored in spite of statistical evidence showing a 
decrease in its national incidence. 

Dr. Smith’s documentation of present trends in the 
incidence of syphilis and gonorrhea, along with other 
recent reports, tells us in unmistakable language that 
early case finding, contact investigation and adequate 
treatment must be continued more vigorously than 
ever because the law of diminishing returns makes 
venereal disease control at the present time more 
difficult rather than less so. It is axiomatic in public 
health work, and more specifically in the field of 
communicable disease control, that as a disease be- 
comes less a matter of every day experience, public 
opinion will not only support but demand more 
effective control. Consider what happened just a 
few years ago in New York City when a single case 
of smallpox was introduced into that population 
group which had been singularly free of the disease 
for so many years up to the time of that now famous 
incident. 


Let us not then bemuse ourselves in our age long 
fight against an ancient and stubborn enemy in the 
manner of the lawyer who wrote to a fellow prac- 
titioner of the law: “Sir, I regret to inform you that 
there is danger of agreement between our respective 
clients.” Ours is the public health danger of agree- 
ment that the venereal diseases are now under ef- 
fective control. 


Dr. Nobel W. Guthrie, Memphis, Tenn. It is a 
pleasure to discuss this interesting paper. I must say, 
however, that after eight years in the Venereal Disease 
Division of the U. S. Public Health Service myself, 
my ideas and concepts of the private physician’s role 
in venereal disease control were much more definite 
and I expected more then than I do today, after eight 
years of private practice. Getting the private physician 
to play his role in public health is primarily a health 
department problem because, although, as Dr. Smith 
of St. Louis says, the private physician wants to play 
his role, he is not enough concerned about it now to 
find out what his role is, unless the health department 
makes him aware of it. 


It is important, of course, for the health department 
to explore and be aware of all the ways in which the 
private physician could or should aid in public health 
matters. But, as a matter of practical necessity, the 
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health department's efforts to secure his interest and 
cooperation must be concentrated on those phases of 
the program in which some success seems to be rea- 
sonably expected. 


Now, the same factors, chiefly, of effective treatment, 
which brought about the shift of venereal disease 
management to the private physician, have also im- 
proved the quality of care patients receive from private 
physicians, not just because the treatment is better 
but because they are going to better doctors. The 
proportion of physicians who treat venereal disease 
has been greatly increased, and the private venereal 
disease specialist so-called, with whom we used to be 
so well acquainted in venereal disease control, has 
practically ceased to exist. This is good because he 
was not usually numbered among the most con- 
scientious members of his profession in the community. 

The availability of effective treatment, which in the 
case of gonorrhea is inexpensive and can be taken 
orally, has created another problem through the 
increase in self-treatment and counter-prescribing in 
drug stores. I have no data to confirm that statement, 
but I believe it is true, and this has an important 
bearing upon public health efforts to control this 
disease because the patient treated, and incidentally 
usually cured, with some penicillin tablets from the 
druggist is lost to the efforts to control the spread 
of disease, that is, no contact or investigation can 
be carried out. 


The first and probably most important way for 
the private physician enrolled in the control of 
venereal disease to aid is that he practice good clin- 
ical medicine on the people he sees with venereal 
disease. This is natural for him if he is conscientious, 
which a great majority of private physicians are. 

In the field of clinical medicine, there are two things 
which are of some interest to the private physician. 
One is the importance of the routine use of the 
serologic test for syphilis, The possible discontinuance 
of this procedure among the white hospital popula- 
tion has been discussed in Memphis. I believe this 
important public health procedure has been saved 
by the recent discovery that many of our biologic 
false-positive reactions are the “tip-off” to other im- 
portant diseases beside syphilis for which we were 
testing. It is important, too, that females suspected 
of having gonorrhea be treated without insisting upon 
a proved diagnosis. These important clinical facts 
should be brought to the attention of the private phy- 
sician by the health department. 


Contact investigation is the largest field of possible 
cooperation which is not being adequately used. The 
physician does a very good job of getting the regular 
sexual partner for examination, and he can often do 
this with less trouble and embarrassment than the 
health department. But in instances of primary and 
secondary syphilis the physician needs help, and he is 
not apt to seek that help unless it has been made 
available to him conveniently and without embarrass- 
ment to him or his patient by the health department. 
That is being done in some places. 


Reporting is likewise important, but I want to 
remind you that adequate reporting in syphilis is 
brought about only through an administrative trick, 
you might say, by the follow-up of positive serologic 
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test. No such administrative method is available in 
gonorrhea. Reporting gonorrhea is no good and there 
is no hope that it will be any good. The private 
physician does not diagnose his female cases. If he is 
a good doctor he treats them and cures them. The 
health department reports all of its female suspects 
as having gonorrhea, so most of the people that have 
got it are not reported and most of the people 
reported do not have it. That might be a slight 
exaggeration, but best exemplifies what is going on. 
I look upon reporting in gonorrhea as something 
that is very unsatisfactory, is going to stay unsatisfac- 
tory, and the health department ought to still keep 
trying to get the cases reported. However, the health 
department can only have the doctor’s ears for a cer- 
tain time. He is busy, as Dr. Smith says, and one 
should not waste his time talking about reporting. 
There is something more important to talk about, 
because the contact investigation offers the greatest 
field for cooperative effort between the practicing 
physician and the health department, in the control 
of venereal disease, but it is not being adequately ex- 
plored. 


Dr. Robert J. Morgan, Oklahoma City, Okla. 1 have 
been listening to Dr. Smith’s paper and others with a 
great deal of interest and some concern, because there 
have been some insinuations that there is a breach be- 
tween the private and the public health physicians. I 
believe that what small breach has been present in the 
past is rapidly being eliminated by the fine men the 
public health department has sent to the State of Okla- 
homa. We have had nothing but very pleasant associa- 
tions with them and I think that it is going to be 
more so. In regard to this paper, I think it is an 
exceleltn one and a very timely one. 

It is a relief and a pleasure to know that some 
medical men have not given up syphilis as a disease 
of no importance, and I agree with Dr. Smith in what 
he said about continuing to fight this disease until 
the contagious stages are no longer observed. 


When I was asked to discuss this paper, I imme- 
diately contacted all the dermatologists in Oklahoma, 
all of the laboratories in Oklahoma City, as well as 
representatives of the other specialties and general 
practice in Oklahoma County. Only six patients with 
contagious syphilis had been seen in 1953 and the 
first six months of 1954 by all these practitioners. 
Therefore, in Oklahoma this disease as a public health 
hazard would seem to be no longer of any great 
importance, so far as civilians are concerned. Likewise 
in a personal communication, Colonel Philip Smith, 
Chief of Medicine at Ft. Sill, Oklahoma, said that 
he was aware of only two cases of contagious syphilis 
recognized in the past 18 months at that post, and it 
is one of the largest in the country. 


On the other hand, Mr. Peter Cramer, the Director 
of Venereal Disease case-finding program in Oklahoma 
with the permission of Dr. Grady Matthews, our fine 
Commissioner of Health, supplied the following infor- 
mation: namely, that a grand total of 404 contagious 
cases of syphilis were found in Oklahoma in 1953. 
These latter figures are somewhat more alarming and 
bring up the question of why the marked discrepancy 
between state health department totals and what my 
totals would seem to indicate. 


VOLUME 48 


I do not have any answer for that except possibly 
that other parts of Oklahoma are less healthy and 
Oklahoma County is relatively mighty pure. 

Seriously, though, if we take even the smallest total, 
average it, multiply it by the 450 doctors more or less 
in Oklahoma County, the total is still relatively high 
and we should not relax our fight against it. I cannot 
help recalling the quotation, it is very apropos, “On 
the fields of hesitation bleached the bones of countless 
millions who at the dawn of victory sat down to rest, 
and, resting, died.” 

I feel that the most merit in Dr. Smith’s paper lies 
in the finding that 22 per cent of primary and 
secondary syphilis are found in “teen-agers.” This 
total, I feel, would be the easiest to reduce of any 
he quoted, by asking all public schools to demand a 
blood test of all pupils before entering Junior High, 
and again sometime before receiving their diploma, 
and by educating the “teen-agers” who are relatively 
available at their age, with talks by dermatologists and 
syphilologists. This is being done in some areas; to my 
knowledge, it is not being done in Oklahoma. 

The non-contagious stages of syphilis, most of the 
private physicians feel, are personal problems and are 
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no more the responsibility of the public health serv- 
ice than are cancer, diabetes, and so forth. The 
sequelae of syphilis are the ones I see in my practice 
and are the ones that other private physicians have 
reported to me. 

I might interject here that Dr, Carl Nelson, Chief 
of the Department of Dermatology and Syphilology 
at Columbia-Presbyterian Medical Center, told me that 
three times as many cases of leprosy were seen at 
that Center in the year 1953 as cases of contagious 
syphilis. Actually three cases of contagious syphilis 
were seen during a period in which nine cases of 
leprosy were encountered. 

We do need the help of public health in these 
contagious cases as Dr, Guthrie has pointed out. 


I agree with Dr. Smith that a more widespread 
use of the blood test will help to prevent late mani- 
festations, and if it is more convenient for the private 
physician, I know that he will cooperate better. Syph- 
ilis as well as other venereal diseases should certainly 
be reported where possible, and I feel if all physicians 
had the cards in their offices replenished frequently, 
perhaps monthly, by the public health department, 
more cases would be reported. 


What Is a Rehabilitation Center?* 


ROBERT L. BENNETT, M.D.,+ Warm Springs, Ga. 


The restoration of the handicapped person to an adjusted and useful 
life within his environment involves a number of skills. The combination 


of these constitutes a rehabilitation center. 


THE DECISION to discuss this question was 
prompted by the sight of a very new and large 
sign on a very old and small building. The 
sign had “Rehabilitation Center” boldly 
painted above the words “Physiotherapy, Mas- 
sage, and Mineral Baths.” I do not know how 
many people were attracted to this particular 
establishment by the magic words “Rehabili- 
tation Center,” but I do know that at least 
one patient was sent to this place by his 
family physician with the prescription “Give 
this patient some rehabilitation!” 

Certainly the sign on the door, or the size 
of the office, gives no indication of the abili- 
ties of the “doctor” within, but it is well for 
the medical profession to realize that all sorts 


*Read before the Section on Physical Medicine and Re- 
habilitation, Southern Medical Association, Forty-Eighth An- 
nual Meeting, St. Louis, Mo., November 8-11, 1954. 

tMedical Director, Georgia Warm Springs Foundation, Warm 
Springs, Ga. 


of people are in the field, capitalizing on the 
attraction of the word “rehabilitation.” En- 
croachment by those on the fringes is no new 
phenomenon to the field of medicine. At least 
as long as our generation can remember, un- 
trained individuals have been giving physio- 
therapy, fitting glasses, manipulating spines, 
giving psychoanalysis, and selling patent 
medicines, and will go on doing these things 
regardless of how the medical doctor feels 
about it. It is therefore important only to be 
sure this medical doctor realizes the possibili- 
ties, and therefore the responsibilities, of reli- 
able and ethical phases of medicine open to 
his patients through his own effort, or 
through proper referral. 

There is very little justifiable confusion 
over the proper definition of the word “re- 
habilitation.” Any confusion that might exist 
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is based on unthinking or even deliberate 
misuse of the term. The word is not difficult 
to define because basically it simply means 
“to restore to a good condition.” What is 
restored and what is good condition depends 
on the field of endeavor employing the word. 
The field of medicine has its own particular 
definition. The medical dictionary I used in 
medical school, published in 1926, included 
the word and defined it as “the rendering of 
a physically handicapped person fit to engage 
in a remunerative occupation.” This is a 
simple definition and gives the word a medi- 
cal meaning but is hardly adequate for 
present-day usage, any more than the defini- 
tion of “Internist,” as “A physician, in 
contradistinction to a surgeon,” is adequate. 


Over the years the term rehabilitation has 
undergone certain changes in meaning that 
are both subtle and complicated. The term 
takes on added significance when defined 
as the development in the chronically sick 
or disabled of every possible means for self- 
dependence. This implies that rehabilitation 
is not merely a method or technic, but rather 
a broad concept or philosophy of medical 
responsibility to the patient, whose disability 
is irreversible through definitive medical 
care. Rehabilitation now has meaning only 
if it is interpreted as the combined efforts 
of many skills, including those of the physi- 
cian and surgeon, to achieve full physical, 
mental, social, vocational, and economic use- 
fulness within the boundaries imposed by 
chronic disease and its unalterable after- 
effects. Definitive medical care alone is not 
rehabilitation. If medical care alone could 
have erased all handicaps, there would be no 
need for rehabilitation of the chronically dis- 
abled. The terms “medical rehabilitation,” 
“physical rehabilitation,” “surgical rehabilita- 
tion,” should not be used, as they have no real 
meaning beyond the expected medical, physi- 
cal, and surgical care of a particular disease 
condition. 


Obviously, all chronically disabled do not 
need rehabilitation. The need for this total 
program arises only when, despite the finest 
definitive medical care, the individual is still 
not able to return to a satisfactory life if 
left to his own resources. Obviously, too, not 
all patients can be rehabilitated, either be- 
cause of the extent of the disability, or the 
inherent inadequacy of the individual. A 
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basically inadequate person before chronic 
disability is still inadequate after chronic dis- 
ability, only more so. 


To determine and obtain the maximum 
benefits of a rehabilitation service requires 
the integrated effort of at least five distinct 
fields of endeavor: medicine, psychology, 
social service, education, and job placement. 
These cannot be arranged in order of their 
importance, nor in order of their application 
to cover the needs of all patients, but the 
contributions and responsibilities of each field 
can be clearly defined. Medicine develops 
methods of treatment designed to minimize 
the physical limitations of the disability, and 
to determine the effects of activity and aging 
of the individual with particular disabilities. 
Psychology designs technics to evaluate the 
intellectual level of the patient and his re- 
action to his handicap. Social Service assists 
in solving the problems of personal, family, 
and community adjustments. Education pre- 
pares the individual for gainful and satisfac- 
tory work within the limits of the physical 
disability and intellectual capacity. Job place- 
ment sees to it that the handicapped utilizes 
to the fullest degree his inherent capabilities 
and past training. 


Since rehabilitation requires the concerted 
effort of separate and distinct fields of en- 
deavor, it is necessary to establish a means 
of integrating these fields for maximum ef- 
fectiveness. Efficiency, as well as effective- 
ness, requires a central point from which 
the overall program can be directed. This 
central point may be rightly called a rehabili- 
tation center, so organized and directed that 
the timing and extent of use of each necessary 
service results in optimum patient response 
to the whole program. This center must have 
as its director an individual trained to evalu- 
ate chronic disability, and who knows the 
potential and availability of all services neces- 
sary to achieve rehabilitation. The common 
denominator in the entire program is that 
all services are dealing with the effects of 
chronic disability; therefore, the entire pro- 
gram must be under medical direction. Only 
the physician is trained to estimate and de- 
termine the effects of living at any level of 
activity on the primary disability, and rea- 
sonably foresees the effects of continued ac- 
tivity and aging. The entire program for each 
individual must be based on this knowledge. 
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Perhaps the medical profession has been 
slow to recognize all of the opportunities for 
this service to patients beyond the actual de- 
finitive treatment of chronic physical dis- 
ability, but once recognized, these opportu- 
nities have become accepted responsibilities. 
Certainly no one can feel that the physician 
has invaded this field beyond his right. By 
tradition and heritage the physician has al- 
ways sought to treat the whole man, rather 
than just his disease. His leadership in piecing 
together the various components that consti- 
tute modern rehabilitation is therefore not 
only justifiable, but expected. 


What is a rehabilitation center? It is a 
medical institution, under the direction of 
medical specialists devoted to, and capable 
of, effective integration of the skills of all 
fields of endeavor necessary to develop in the 
chronically sick or disabled every possible 
means for self dependence. 


Discussion (Abstract) 
Dr. George D. Wilson, Asheville, N. C. To the 
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visiting physiotherapists, whom we welcome, I would 
like to say that when Dr. Bennett's paper is pub- 
lished in the Southern Medical Journal, it will be 
very much worth your while as your reading material. 
I would like to make a suggestion that this is “must” 
reading material. Dr. Bennett is one of our older men 
and an authority in this field. Recently Dr. Bennett 
dedicated a rehabilitation center, which may be de- 
scribed as a rehabilitation of the teacher, named 
Roosevelt Hall, at the Warm Springs Foundation. For 
those going into this field, I recommend that you 
make a trip there. Start from the front going to the 
back door, to see what is done with the patients. 

Dr. Bennett mentioned in his paper that we are 
going to have to pay attention to rehabilitation not 
only as applied to one disease, namely poliomyelitis, 
but also that it will apply to other conditions. 


Before the meeting started some of us were discuss- 
ing a problem, and I was more or less delegated to 
state it. It deals with the fact that we still will have 
the problem of the severely handicapped who will 
need custodial care in the future. Some have felt that 
lay groups in various communities have thought it was 
the parents’ responsibility. We know better today. 
It is not the parents’ responsibility. The parents are 
not going to look after those having severe hemiplegia 
or cerebral palsy. So, again, the medical profession will 
have to shoulder leadership in the care of the 
severely handicapped. 


Treatment of Psychiatric Patients 


with Thorazine* 


FRANK J. AYD, JR., M.D., Baltimore, Md. 


A lot of enthusiasm and interest has been developed in the use of 
Thorazine in psychiatric disorders. Time and further experience only will 
determine its place in the therapeutic armamentarium. 


SINCE THE ADVENT of the shock therapies, 
psychosurgery and other methods of somatic 
treatment for psychiatric disorders, any new 
method of physiological treatment receives the 
attention of the practicing psychiatrist. Con- 
sequently, the initial reports of the French 
psychiatrists on the therapeutic effectiveness 
of Largactilt aroused considerable interest in 
the drug.! Within a short period this che- 


*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, Forty-Eighth Annual Meeting, 
St. Louis, Mo., November 8-11, 1954. 

+Largactil. Abroad and in Canada Thorazine is known as 
Largactil. 


motherapeutic agent was being studied widely 
here and abroad. 

This report is based on a study of 100 
private psychiatric patients who have been 
treated with Thorazinet (chlorpromazine 
hydrochloride). These patients were selected 
at random in order to determine the effect of 
Thorazine on a variety of psychiatric disturb- 
ances. This group consisted of 59 females and 
41 males ranging in age from 13 to 80 (Table 
1). Their illnesses are listed in table 2. These 
diagnoses were based on psychiatric examina- 


tThorazine was generously supplied by Smith, Kline and 
French Laboratories, Philadelphia, Pa. 
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tion, and whenever possible on Rorschach 
studies and Funkenstein tests. In addition, 
the majority of these patients were examined 
by at least one other psychiatrist who con- 
curred with the diagnosis. 


Technic of Therapy 


Initially the patients were hospitalized for 
one to two weeks because of the caution of 
the French investigators about the hypotensive 
and sedative properties of this drug. However, 
it was soon realized that hospitalization was 
unnecessary except when very large doses were 
to be administered. Consequently, over 70 
per cent of these patients were treated on an 
ambulatory basis. 


The dosage and administration of Thora- 
zine is contingent on a variety of factors. 
Acutely disturbed patients required large 
doses, 200 mg. or more daily, administered 
intramuscularly. Usually within three to 
four days oral medication could be substi- 
tuted for the intramuscular route, although 
many patients required a larger dose orally 
than parenterally to achieve the same degree 
of therapeutic action. Side effects, especially 
drowsiness and hypotension, occurred more 
frequently and more readily with large doses 
intramuscularly, and for this reason patients 
were kept at strict bed rest for the first four 
days of treatment. Thereafter the patient 
was permitted to be ambulatory, except for a 
rest period of at least one half hour after medi- 
cation. Strict adherence to this half hour of 
rest after medication was insisted on regardless 
of the route of administration. This seemed 
to prevent any dizziness or syncope. After one 
week, even on doses up to 400 mg. daily, the 
patient could be ambulatory without any ap- 
parent danger, providing he lay down for 
the minimum half hour after each dose. Those 
patients receiving more than 400 mg. daily 


TABLE 1 
AGE AND SEX CLASSIFICATION OF PATIENTS 


Age Number Male Female 
10-20 3 1 2 
20-30 21 7 14 
30-40 37 17 20 
40-50 16 8 8 
50-60 10 3 7 
60-70 8 4 4 
70-80 5 1 4 
Total 100 41 59 


FEBRUARY 1955 


were urged to rest for one hour after each dose. 
After several weeks of treatment patients on 
doses of 300 to 500 mg. daily found that they 
could avoid syncopal symptoms by merely 
sitting quietly in a chair for one half to one 
hour after each dose. 


In the early stages of therapy most patients 
would sleep or doze during their rest period 
and would arouse refreshed. With continued 
treatment drowsiness was not pronounced un- 
less the patient was taking more than 400 mg. 
daily. Drowsiness would return if the patient 
was clinically improved and was still receiving 
more than 150 mg. daily. 


Mildly or moderately disturbed patients 
were treated on an ambulatory basis in this 
manner. Before the initiation of Thorazine 
therapy the patient and, whenever possible, 
the relatives were briefed on the side effects of 
the drug. Much emphasis was placed on the 
half hour of lying down after taking the drug. 
Except when patients were taking 50 mg. or 
less per day this post-medication rest period 
was insisted on for at least 10 days. Thereafter 
the patient was advised that it was unnecessary 
to lie down but that sitting for at least 20 
minutes was important. Patients taking less 
than 200 mg. daily usually felt that this ad- 
monition was superfluous after the first month 
of therapy. 


This briefing of the patient and the rela- 
tives on the side effects of Thorazine was most 
advantageous. It prevented the syncopal and 
sedative effects of the drug from becoming 
troublesome. In addition the fatigue, pallor, 
nasal congestion, dryness of the mouth, tachy- 
cardia, constipation, urinary frequency, dis- 
coloration of the urine and strange dreams did 
not provoke any anxiety on the part of the 
patient and obviated unnecessary phone calls 
to the psychiatrist to report the occurrence of 
any of these side effects. 


The mildly disturbed patient was started 
on 25 mg. two or three times daily. Working 
patients were advised to take the first dose on 
awakening and the second and third doses 
after the evening meal and at bedtime. The 
moderately anxious patient was begun on 
75 to 150 mg. in divided doses of 25 mg. each. 
Patients receiving more than 150 mg. daily 
took divided doses of 50 mg. each. The dura- 
tion of therapy varied from three days to 
seven months depending on the severity of 
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the illness. Acutely disturbed patients re- 
quired an average of one month of treatment 
on high doses. The less disturbed patients’ 
duration of treatment averaged three months 
on small doses. It was found that abrupt 
discontinuation of medication was unwise. 
Several patients had a recurrence of their 
symptoms within a week or two and had 
to be replaced on Thorazine. Gradual reduc- 
tion of the medication over a period of several 
weeks was more satisfactory. 


Therapeutic Results 


The effect of Thorazine therapy varies with 
the severity of the condition treated. Most 
patients especially the acutely disturbed, ex- 
hibited some benefit within three to seven 
days, although at least two weeks of treat- 
ment are necessary before genuine clinical 
improvement is discernible. If a patient has 
not shown much change after three weeks of 
treatment it is improbable that he will benefit 
from further therapy. Likewise, most patients 
in this series obtained the best results from 75 
to 150 mg. daily. Only acutely disturbed 
patients required doses in excess of 200 mg. 
daily and this dosage could easily be reduced 
to below 200 mg. after two weeks. To exceed 


TABLE 2 
DIAGNOSTIC GROUPING AND THERAPEUTIC RESULTS 


Un- 
Female Improved improved 


Diagnosis Male 
Schizophrenic Reaction: 
Paranoid 3 2 4 1 
Unclassified 1 2 1 2 
Simple 1 1 
Schizo-affective Reaction 2 2 
Pseudo-neurotic 
Schizophrenia 1 1 
Manic-depressive Reaction: 
Depressed 4 4 
Hypomanic 2 2 
Manic 2 2 
Involutional Depression 8 4 4 
Psychoneurosis: 
Anxiety Reaction 14 4 13 5 
Depressive Reaction 2 i 1 2 
Mixed Reaction 2 15 14 3 
Hysterical Reaction 3 1 2 
Hypochondriacal Re- 
action 2 1 1 
Obsessive-Compulsive 
Reaction 5 8 6 7 
Obsessional Reaction 8 6 13 1 
Senile Psychosis 1 1 
Character Disorder 1 1 


Total 41 59 68 32 
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200 mg. a day with the hope of increasing the 
therapeutic effectiveness of Thorazine has 
been futile. Several patients in this series were 
made clinically worse when higher doses of 
the drug were administered. In addition to an 
increase of side-effects and the questionable 
danger of liver damage, some patients de- 
veloped the clinical picture of an agitated de- 
pression with obsessive features. This reaction 
subsided when the dose was reduced or the 
medication discontinued. In two cases this 
reaction continued unabated and electroshock 
therapy was required to terminate the depres- 
sion. One patient who received 1000 mg. 
daily developed a tremor that resembled that 
observed in Parkinsonism. 

The therapeutic results according to diag- 
nosis are listed in table 2. This table is mis- 
leading, however, and tables 3 and 4 give a 
more accurate picture. Actually, Thorazine is 
effective only symptomatically. Patients with 
acute illnesses are decidedly improved by 
Thorazine. This drug has no effect on the 
content of a psychosis or of a neurosis. It 
has no effect on the overall clinical course of 
an illness. It is very helpful in controlling 
certain symptoms especially anxiety, tension, 
agitation and psychomotor excitement. Its 
chief action is that of a sedative without the 
characteristics of a barbiturate. The more 


TABLE 3 


DIAGNOSTIC GROUPING AND THERAPEUTIC 
RESULTS IN ACUTE DISORDERS 


Un- 
Diagnosis Male Female Improved improved 


Schizophrenic Reaction: 
Paranoid 3 
Unclassified 
Simple 


Schizo-affective Reaction 

Manic-depressive Reaction: 
Depressed 4 4 
Hypomanic 2 
Manic 2 2 

Involutional Depression 4 4 


Psychoneurosis: 
Anxiety Reaction 10 3 13 
Depressive Reaction 
Mixed Reaction 2 13 14 1 
Hysterical Reaction ] 1 
Hypochondriacal Re- 

action 1 1 
Obsessive-Compulsive 

Reaction 
Obsessional Reaction 


Senile Psychosis 


& | 

a 

~ 


Total 
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pronounced the emotional distress, the more 
striking is the effect of Thorazine. Chronic 
neurotics and psychotics who have little overt 
anxiety and who accept their illness with a 
certain degree of complacency derive little or 
no benefit from this drug. 

From the viewpoint of diagnosis the follow- 
ing are benefited by Thorazine: pure anxiety 
states; panic reactions; manic-depressive re- 
actions in a hypomanic or manic phase; 
schizophrenics, in paranoid and catatonic ex- 
citement; acute obsessional neuroses; tension- 
depression states; and agitated senile reactions. 
The following receive little or no benefit 
from Thorazine: depressive reactions without 
anxiety, classical obsessive-compulsive neuro- 
ses, hysteria, and chronic schizophrenia. 


Side Effects 


Thorazine can produce a variety of side ef- 
fects which are seldom troublesome or serious. 
Generally these side effects appear within 
three days after the drug is administered. 
There is no apparent correlation between the 
dosage of Thorazine and the frequency of 
these side effects. Some patients experienced 
side effects with as little as 30 mg. a day. Large 
doses, 300 mg. or more a day, seldom increased 


TABLE 4 


DIAGNOSTIC GROUPING AND THERAPEUTIC 
RESULTS IN CHRONIC DISORDERS 


Un- 
Diagnosis Male Female Improved improved 


Schizophrenic Reaction: 


Paranoid 1 1 
Unclassified 2 
Simple 
Schizo-affective Reaction 1 1 
Pseudo-neurotic Schizophrenia 1 1 


Manic-depressive Reaction: 
Depressed 
Hypomanic 
Manic 
Involutional Depression t 4 
Psychoneurosis: 
Anxiety Reaction 
Depressive Reaction 
Mixed Reaction 
Hysterical Reaction 
Hypochondriacal Reaction 
Obsessive-Compulsive 
Reaction 
Obsessional Reaction 


Senile Psvchosis 


Character Disorder 1 1 


Total 1: 
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the incidence of side effects but did cause an 
intensification of them. As a rule these side 
effects could be lessened or eliminated by re- 
duction of the dosage. Frequently many of 
these side effects subsided or disappeared with- 
out any alteration of the dosage. No side ef- 
fects, except jaundice, were observable seventy 
hours after discontinuing Thorazine. 


Increase in appetite and gains of weight oc- 
curred in 71 of the patients receiving Thora- 
zine. Remarks such as, “My appetite is 
enormous” or “It’s too good,” characterized 
the reports of these patients. Female patients 
especially expressed concern about gaining too 
much weight. The average gain in weight 
was 11.1 pounds for women and 8.5 pounds 
for men (Tables 5 and 6). This weight gain 
usually took place in the first few weeks of 
treatment. Most patients reached a plateau 
beyond which they did not gain, regardless 
of the duration of treatment and dosage 
schedule. A few patients had anorexia and 
lost weight while taking Thorazine (Table 
7). These were the patients who derived little 
or no benefit from the drug even in very large 
doses (500 mg. or more daily). 


In spite of the fact that Thorazine has been 
very effective in relieving epigastric distress 
and nausea and vomiting due to a variety of 
causes, 13 patients developed these symptoms 
while on Thorazine.? In one case the nausea 
and vomiting was so severe that medication 


TABLE 5 
WEIGHT RECORD—MALES 


Number Improved Unimproved 
Gained 22 20 2 
No record 10 10 0 
Lost 9 0 9 
Total 41 30 11 


Average gain in improved patients 8.5 pounds. 
Range of weight gain 3 to 20 pounds. 


TABLE 6 
WEIGHT RECORD—FEMALES 


Number Improved Unimproved 
Gained 33 30 3 
No record 2 2 0 
Lost or no gain 24 6 18 
Total 59 38 21 


Average gain in improved patients 11.1 pounds. 
Range of weight gain 2 to 30 pounds. 


22 59 
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had to be discontinued. In this patient nausea 
and vomiting did not occur with placebos but 
always followed Thorazine whether adminis- 
tered orally or intramuscularly. 


Thirty-five patients mentioned some degree 
of constipation from Thorazine. This was 
seldom bothersome and was readily relieved 
by ordinary laxatives. During the first week 
of treatment most patients had an increase of 
urinary frequency and an increase of urine 
volume. This latter observation is entirely 
subjective and not verified by actual measure- 
ment. It should be noted that most patients 
reported an increased fluid intake while they 
were taking Thorazine. Clinically, it appears 
that Thorazine causes some polydypsia and 
polyuria of central origin. In addition the 
majority of patients observed that their urine 
was darker than usual. In some cases this 
was transient, in others it persisted throughout 
the treatment period, while in others the 
color of the urine returned to normal after a 
few days and remained so. Discoloration of 
the urine was independent of the dosage of 
Thorazine, but it did occur more frequently 
in patients taking more than 100 mg. daily. 
Heavy darkening of the urine may be a warn- 
ing of incipient jaundice and should always 
be watched for in any patient on Thorazine. 

Jaundice occurred in three patients in this 
series, an incidence at 3 per cent. Thorazine- 


TABLE 7 
INCIDENCE OF SIDE EFFECTS 


Male Female Total 
Improved sleep 30 41 71 
Improved appetite 33 38 71 
Dryness of mouth/throat 22 36 58 
Weakness and fatigue 25 26 51 
Discoloration of urine (darker) 16 27 48 
Increased urinary frequency 17 22 39 
Constipation 13 22 35 
Pallor 18 15 33 
Increased urine volume 11 14 25 
Increased dreams 12 10 22 
Nasal congestion ll 10 21 
Increased erotic desires 7 10 7 
Increased cardiac awareness 7 10 7 
Itching 8 8 16 
Hyperthermia/sweating 5 10 15 
Disturbances of sleep 5 7 12 
Dizziness 7 5 12 
Allergic reactions (skin rash) 4 4 8 
Nausea 4 3 7 
Anorexia 0 7 7 
Epigastric distress 3 3 6 
Decreased erotic desires 2 3 5 
Miosis 1 2 3 
Jaundice 0 3 3 
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precipitated jaundice resembles clinical ob- 
structive jaundice. One patient had only a 
mild attack which subsided in two weeks; an- 
other had moderately severe jaundice which 
cleared in one month; the third case was 
severe, requiring ten weeks for complete re- 
mission. Subsequent extensive laboratory 
studies have not disclosed any residual liver 
damage. Jaundice from Thorazine can occur 
from any dose. The patient with severe 
jaundice had received 1600 mg. in divided 
daily doses of 100 mg. The moderately severe 
case followed the administration of 1100 mg. 
in divided doses of 100 mg. daily. The patient 
with mild jaundice became icteric after 750 
mg. taken over a period of eight and one half 
days. In one case not included in this report 
a patient developed an icteric tint to the 
sclera following a single intramuscular in- 
jection of 50 mg. In only one case was there 
a history of previous liver disease in those 
patients who have developed jaundice with 
Thorazine. Since this study several alcoholic 
patients, some of whom had liver damage, 
have taken Thorazine without any ill effects. 

Improved, restful sleep was reported by 71 
patients. This occurred almost exclusively in 
those patients who benefited from Thorazine. 
Twelve patients claimed that they slept 
poorly while taking the drug; not one of these 
patients improved on Thorazine. An _in- 
creased incidence of dreams described as 
“crazy,” “weird,” or “‘strange’” was reported 
by 22 patients. Not one patient developed 
anxiety over the dreams he experienced. Most 
patients were able to recall their dreams with 
ease. 

Weakness or fatigue was complained of by 
51 patients. Most patients described them- 
selves as “dragged out” or “washed out” and 
“not feeling like doing anything.” This side 
effect occurred most often in the first week or 
two of treatment and thereafter only when 
large doses were being taken. After the second 
week few patients spontaneously mentioned 
weakness or fatigue. When questioned about 
this the patient would report that sporadically 
he would feel tired but that it seldom lasted 
very long. Occasionally the patient would 
state that instead of a general feeling of fa- 
tigue, he would note a sensation of heaviness 
or weakness in the arms or legs. An occasional 
patient was so annoyed by the weakness and 
fatigue caused by Thorazine that he would 
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refuse to take it. Such patients were usually 
obsessive and could not tolerate the lack of 
energy required for them to measure up to 
their self-imposed standards. Other patients 
troubled by weakness and fatigue obtained 
reliel when Dexedrine, Methedrine or Mera- 
tran was added to their medication. 


Dryness of the mouth or throat was reported 
by 58 patients. This was never troublesome 
and was relieved by chewing gum. Nasal 
stuffiness or congestion was mentioned by 21 
patients. In only a few patients was this 
severe and then any type of nasal inhaler pro- 
duced prompt relief. Two patients developed 
respiratory infections while on Thorazine, an 
incidence much lower than that reported by 
Lehmann.* 

Tachycardia was a common finding in pa- 
tients taking Thorazine. Most patients were 
unaware of this except on exertion or when 
lying down. Quite a few patients reported 
transient cardiac awareness shortly after tak- 
ing 25 or 50 mg. orally. It is interesting to 
note that not even the severe cardiac neurotics 
were disturbed by the tachycardia and cardiac 
awareness produced by Thorazine. They 
mentioned their cardiac sensations in a mat- 
ter of fact manner, suggesting that unless 
tachycardia, palpitation and cardiac awareness 
occur in association with anxiety, these symp- 
toms mean little to the patient. This implies 
that it is anxiety that the neurotic finds most 
unpleasant and intolerable and not the phy- 
siologic alterations in the cardiovascular sys- 
tem that accompany anxiety. 


Hypotension due to Thorazine was noted 
chiefly in true hypertensives and in those pa- 
tients with hypertension due to anxiety. In 
these patients the blood pressure dropped 
between 20 and 40 mm. Hg. Normotensive 
neurotics and psychotics had only a slight drop 
in pressure which usually returned to normal 
levels within two to three weeks, even with 
continuation of therapy. All patients’ blood 
pressure returned to the pretreatment level 
upon discontinuation of Thorazine, except in 
those whose elevated pressure was due to 
anxiety which subsided with Thorazine. 

Dizziness occurred in only 12 patients. This 
was always mild and not one patient had an 
attack of true syncope. This is attribtued to 
the patient’s observance of the instructions 
regarding the post-medication rest period. 
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Pallor was observed in 33 patients. This ap- 
peared shortly after the beginning of treat- 
ment and was most pronounced in patients 
receiving more than 200 mg. daily. The pa- 
tients who took large doses were not only pale 
but their faces were masklike. For several 
days they were somnolent, a state from which 
they could be aroused easily and to which 
they returned in the absence of external 
stimuli. They also showed some signs of 
catalepsy. This clinical picture would change 
to a more normal state with a reduction of 
the drug below 300 mg. daily. The somnolent 
state, catalepsy and masklike faces closely re- 
sembles that observed in monkeys and cats 
following bilateral hypothalamic _lesions.* 
This is another clinical observation supporting 
the hypothesis that the effects of Thorazine 
are attributable to its action on the hypo- 
thalamus. 


Increased erotic desires were reported by 7 
men and 10 women. On the other hand 2 
men and 3 women mentioned a decrease in 
erotic desires. Concomitant with either an 
increase or decrease of erotic desires was either 
an increase or decrease in sexual activity. 
Frigid women who abhorred marital relations 
and seldom, if ever, achieved orgasm reported 
that they responded more readily to their hus- 
bands advances and attained orgasm. Two 
single females stopped taking Thorazine, stat- 
ing they found the sexual preoccupation pro- 
duced by the drug too bothersome. Placebos 
did not produce any sexual preoccupation 
which returned when they were given Thora- 
zine intramuscularly under the guise of vita- 
min shots. Whether this increase in erotic 
desire is attributable to reduction in anxiety 
from Thorazine is a matter of speculation. 
Clinically, it appears that the increased erotic 
desire was of central origin, due most prob- 
ably to the action of Thorazine on the hypo- 
thalamus. 

Sixteen patients complained of itching; this 
was usually generalized and transient. Eight 
patients developed a maculopapular rash, most 
often on the arms or legs. This allergic reac- 
tion was always localized to small, rather well 
defined areas. It seldom persisted for more 
than a few days and disappeared in spite of 
continued medication. 


Effect on Anxiety and Depression 
The effect of Thorazine on anxiety and de- 
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pression is extremely interesting. Sixty-three 
patients reported relief from their anxiety, 
while 16 patients felt less depressed. This lat- 
ter group had anxious or agitated depressions. 
They experienced anxiety following the in- 
tramusular injection of 10 mg. of Mecholyl. 
Those depressed patients who did not have 
Mecholyl precipitable anxiety received little 
benefit from Thorazine. 

Several patients in this series developed de- 
pressions with obsessive features. These pa- 
tients exhibited the same reciprocal relation- 
ship between anxiety and depression as 
reported by Alexander® in his studies of con- 
vulsive non-convulsive electroshock 
therapy. Alexander observed that post-elec- 
troshock anxiety was relieved by non-convul- 
sive electrostimulation, whereas non-convulsive 
therapy while alleviating anxiety would in- 
tensify depression. This same observation has 
been made with Thorazine therapy. While 
their anxiety was relieved by Thorazine, cer- 
tain patients became clinically more depressed. 
Two patients who became severely depressed 
while on Thorazine treatment promptly re- 
covered with electroshock therapy and with 
the reappearance of some of their former 
anxiety as their depression lifted. In my ex- 
perience post-electroshock anxiety has been 
controlled as well by Thorazine as by non- 
convulsive electrostimulation. 


Summary and Conclusions 


‘Thorazine was administered to 100 private 
patients with a variety of psychiatric dis- 
turbances. On the basis of the effects pro- 
duced by this drug in this series of patients it 
is concluded that: 


(1) Thorazine acts primarily as a tranquili- 
zing and inactivating agent. Its action differs 
from that of the barbiturates in that it pro- 
duces sedation and somnolence without any 
clouding of consciousness. 

(2) Thorazine is useful in the treatment of 
any psychiatric patient manifesting anxiety, 
tension, agitation, and psychomotor excite- 
ment. Its beneficial effects are most striking 
in the acutely ill patient and least evident in 
chronic neurotics and psychotics with little or 
no overt disturbance. 

(3) Thorazine makes it possible to treat 
many disturbed patients on an ambulatory 
basis who would otherwise require hospitaliza- 
tion. 
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(4) Thorazine is a very valuable adjunct 
to psychotherapy. Patients manifesting 
marked anxiety reactions become more re- 
laxed and comfortable. They are more amen- 
able to psychotherapy while taking Therazine. 
Most of the patients are less inhibited and 
more readily discuss and face their problems. 
While taking Thorazine, patients do not be- 
come as anxious or as depressed when faced 
with circumstances that ordinarily would pro- 
voke anxiety. 


(5) Thorazine obviated the necessity for 
sub-coma insulin or non-convulsive electro- 
stimulation for patients considered candidates 
for such therapy. The action of Thorazine 
on post-electroshock anxiety is similar to that 
of non-convulsive electrostimulation. 


(6) Thorazine can produce agitated depres- 
sions, indicating the reciprocal relationship 
between anxiety and depression. 


(7) Thorazine produces its most beneficial 
effects when administered for a period of 
several months. 


(8) Side effects from Thorazine are never 
troublesome. Jaundice precipitated by Thora- 
zine remits following the discontinuation of 
the drug. Extensive laboratory studies have 
not revealed residual liver damage in those 
patients who developed jaundice. 


(9) The site of action of Thorazine is cor- 
tical and hypothalamic. The observed clini- 
cal effects of Thorazine are due to a cortical 
inhibitory influence on the hypothalamus. 
This drug apparently causes sympathetic sup- 
pression at the hypothalamic level, thereby 
altering the sympathetic-parasympathetic bal- 
ance. 


(10) This study indicates that Thorazine is 
a very useful addition to the therapeutic arm- 
amentarium of the psychiatrist. A long term 
study of the effectiveness of this drug is defi- 
nitely indicated. 
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Discussion (Abstract) 


Dr. Titus H. Harris, Galveston, Tex. In March, 
1954, approximately nine months ago, we began a 
clinical investigation of Thorazine. To date we have 
utilized this drug in the treatment of approximately 
1000 patients, either alone or in conjunction with 
other modes of therapy. We have used it in practically 
all the psychiatric syndromes, of both functional and 
organic origin. The response has been highly variable, 
and although it has proven to be effective in many 
disorders we are yet unable to say that it is the 
treatment of choice in any single category of mental 
illness. In other words, the response has proven to 
be individual. Patients with identical diagnostic 
labels and identical symptom pictures do not necessar- 
ily derive identical results. On the other hand, we 
have had some remarkable results, some of which 
have occurred in patients who have not responded to 
other methods of treatment. 


Our results generally agree with those which have 
been obtained by Dr. Ayd. We find the drug acts 
best in those cases the symptoms of which include 
anxiety, agitation, or aggressiveness. Consequently, 
we too have found that it is of value in anxiety 
states, panic reactions, manic psychoses, paranoid and 
catatonic schizophrenia, agitated depressions, and agi- 
tated senile psychoses. We have also found it to be 
highly effective in the treatment of the toxic psychoses, 
particularly those which often accompany alcoholism. 
We have also found in illnesses in which there is 
little overt anxiety, such as in the usual depressions, 
hysterias, and obsessive-compulsive neuroses, Thorazine 
is usually disappointing. In regard to chronic schizo- 
phrenias, we have had several patients who have not 
responded to electroshock treatment, deep insulin coma 
and lobotomy in whom encouraging results and even 
remissions have occurred by use of the drug. 

I believe it safe to say that with our present knowl- 
edge concerning the mode of action of this drug, it is 
principally of use in symptomatic control. However, 
in some cases in which dramatic results have occurred, 
one almost suspects there may be some actual cura- 
tive effect, the nature of which we still do not know. 
In our experience, Dr. Ayd’s statement that the drug 
has “no effect on the overall clinical course of an 
illness” and has “no effect on the content of a psycho- 
sis or neurosis” has not necessarily been true. 


The dosage is a highly variable factor and must be 
gauged on the clinical response of the patient. Clin- 
ically effective dosage levels have been found to be 
usually in the range of 200 to 800 mg. An agitated 
psychotic might require 200 mg. daily whereas an 
anxious neurotic might require 800 mg. daily. Im- 
provement usually occurs within the first two to 
three weeks after treatment has been begun. However, 
if improvement does not occur, it may do so if the 
dose is increased to much higher levels. 


As Dr. Ayd has noted, the side effects and compli- 
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cations of the drug are numerous and varied. Pro- 
found and often annoying weakness, and dryness of 
the mouth have been the most common effects noted. 
We have also found the other mild effects which Dr. 
Avd mentions. Although most of the side effects have 
caused little alarm, others have occurred which have 
been of considerable concern. The incidence of der- 
matitis has been approximately 12 per cent in our 
series and, in contrast to Dr. Ayd’s finding that it is 
primarily localized, we have frequently found it to be 
generalized. The form also has been varied ranging 
from a maculopapular eruption to an erythema multi- 
forme with some hemorrhagic features. Urticaria 
and generalized edema have not been uncommon; one 
patient developed edema confined to both lower 
extremities. In one patient an anaphylactoid reaction 
occurred, which fortunately did not lead to fatal 
termination. We have had five cases of jaundice, or 
an incidence less than 1 per cent. Fortunately the 
jaundice has been very mild, clearing rapidly and 
apparently leaving no residual damage. A study con- 
ducted at the University of Texas Medical Branch in 
regard to liver function suggests that no cellular 
damage occurs and that the process is confined to 
the biliary passages. The most interesting and per- 
haps most disturbing complication is the development 
of Parkinsonism. Whereas the other complications 
do not necessarily appear to be related to dosage 
level, this effect seems to occur only when large doses 
are given. Frequently a slight resting tremor develops 
in patients; in some patients the typical picture of 
paralysis agitans, with stooped posture, masked facies, 
and rigidity and tremor have appeared. Fortunately 
these too have been self-limiting. There are sugges- 
tions that the drug influences individual resistance to 
infection; we have had two very elderly patients de- 
velop hypostatic pneumonia. 

The place of this drug in our armamentarium re- 
mains to be determined. Certainly I believe that it 
holds promise as a research tool in our attempt to 
understand the nature of mental illness. Although 
useful clinically, it is not the ideal because of its 
inconsistency and side-effects. It is to be hoped that 
it simply represents the first of a series of new develop- 
ments in the treatment of psychiatric disease. 


Dr. John Patton, Baltimore, Maryland. I appreciate 
the opportunity of reading and discussing Dr. Ayd’s 
very interesting paper. It is only through the accumu- 
lation of such data as Dr. Ayd presented that we will 
be able to assess completely this valuable new chemical 
agent. I also wish to express my appreciation to 
Smith, Kline and French Laboratories for making 
available the chlorpromazine which we have used at 
the Sheppard and Enoch Pratt Hospital. 


There are certain specific points on which I would 
like Dr. Ayd to elaborate. He mentions that many 
patients had Rorschach and Funkenstein studies prior 
to being given chlorpromazine. I would like to know 
if he has made any attempt to correlate the Rorschach 
and Funkenstein studies with his results,—has he done 
any follow-up psychologic testing. 


There are several aspects of the use of chlorproma- 
zine which I think need to be stressed. For the most 
part we have confined its use to those situations in 
which we have wished to inhibit increased psychomotor 
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activity. The results have been dramatic and im- 
pressive. It is our belief that chlorpromazine is the 
most effective agent we have seen for inhibiting in- 
creased psychomotor activity. This inhibition can be 
achieved promptly and continued without undesirable 
psychiatric side effects. Since beginning the use of 
chlorpromazine the total amount of time patients 
have spent in seclusion has decreased by approximately 
one-third. The average number of patients placed in 
seclusion is approximately 20 per cent less. Injuries 
to both patients and personnel have diminished. 


Among the statements that have been made about 
chlorpromazine is that it facilitates psychotherapy. 
This is something which is very difficult to evaluate. 
Soon after beginning the medication, patients are 
usually much less introspective and are more concerned 
about their physical well-being than about their en- 
vironment or their psychic preoccupations. A rather 
passive, dependent child-like relationship to the phy- 
sician seems to develop. Patients may relate many 
things which the physician is interested in hearing but 
it is presented in a dissociated, affectless manner. Later 
when dosages have been decreased, it does seem that 
the patient’s capacity to bind or tolerate anxiety is 
increased and investigative psychotherapy may possibly 
be facilitated. 


Among the complications Dr. Ayd does not mention 
is the development of an extrapyramidal tract syn- 
drome. He mentions that one of his patients developed 
a tremor like that observed in Parkinsonism. Two of 
our patients developed an extrapyramidal tract syn- 
drome which included masked facies, diminished 
associative movements, bent posture, salivation, pro- 
pulsive gait, weakness, cog-wheel rigidity and resting 
tremors. This picture cleared within four days of 
cessation of medication. Other patients have shown 
this picture to a much less degree, and what we have 
mainly seen has been the masked facies, diminished 
associative movements and resting tremor. The in- 
tensity of the reaction seems largely to be determined 
by the amount of drug the patient is receiving. 
When the dose is diminished the intensity of the re- 
action decreases. 


Another complication which Dr. Ayd does not men- 
tion is the development of cardiac arrythmias. In 
one patient we saw a fall in blood pressure, tachycardia 
and an arrhythmia. This followed a single intramuscu- 
lar dose of the drug; it was stopped and the picture 
cleared up. The patient was again started on ex- 
tremely small doses and we gradually were able to 
step up the dosage to an effective level without the 
appearance of complications. 


The most alarming reaction to chlorpromazine is the 
hepatitis which may develop. This appears to be a 
toxic effect unrelated to the length of time of treat- 
ment or the amount of drug the patient has received. 
We have seen it develop in only one patient whom we 
personally treated, but it took three months for both 
the laboratory and clinic findings to clear. Two 
patients treated elsewhere have been admitted to our 
hospital suffering from chlorpromazine hepatitis. In 
one of these patients the hepatitis was recognized prior 
to admission; in the other patient the hepatitis was 
detected through an admission physical examination 
and laboratory studies. One of these patients had been 
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given chlorpromazine for non-psychiatric reasons and 
developed the hepatitis for which he was treated in 
a general hospital. He developed a manic reaction 
and two weeks later was transferred to the Sheppard 
and Enoch Pratt Hospital. At the time of admission 
he was still jaundiced but laboratory studies suggested 
a return of liver function toward the normal. On 
the night of the third hospital day he died in his 
sleep. Autopsy findings gave a provisional anatomic 
diagnosis as myocardial dilation with mild pulmonary 
edema, and central necrosis of the liver with active 
regeneration of liver lobules and with obstructive 
dilation of small biliary canaliculi. The other patient 
had been given Thorazine on an ambulatory basis and 
it was discontinued. Three weeks following the dis- 
continuance she was admitted to our hospital and it 
was at this time that the hepatitis was detected. 


In the past week we have detected an elevated icterus 
index in one of our patients who has not received 
chlorpromazine in the past two months. All this 
suggests that we should be alert to the possibility of 
the delayed appearance of impaired liver function. 
In two patients we have noted an elevation of the 
icterus index and the presence of bile in the urine; 
there has been no clinical evidence of jaundice. We 
have discontinued chlorpromazine in these patients un- 
til the icterus index returned to normal and the urine 
cleared. This took three days in both instances. These 
patients have again been given the drug and treat- 
ment has proceeded without complication. 


In the past several months there have been approxi- 
mately 10 patients admitted to our hospital with 
histories of having received chlorpromazine as out- 
patients and in whom the results were unsatisfactory. 
There seem to be two factors involved: one, is that 
chlorpromazine is being used in conditions where it 
does not seem particularly indicated and secondly it is 
being given in inadequate doses. 


Dr. Douglas Goldman, Cincinnati, O. We have had 
a great deal of experience with Thorazine in the 
treatment of over 500 patients. Our experience would 
follow that of Dr. Harris and Dr. Patton and a little 
more closely than that of Dr. Ayd. There is so much 
to say on the subject of this drug by those who have 
had experience with it that one hardly knows what to 
say. It represents, as Dr. Harris indicated, a step as 
revolutionary as the electroshock and insulin in the 
treatment of psychoses. I think Dr. Patton pointed 
out, and Dr. Harris too, that the actual content of 
psychotic thinking is changed toward normal in im- 
portant ways. Much longer periods of administration 
of the drugs are often necessary than was indicated to 
achieve worthwhile results. I mean the sudden disap- 
pearance of severe paranoid states of long duration, 
that fail to respond to other treatment, may take five 
to eight weeks, with relatively large doses of 600 to 
1200 mg. a day, and even 1800 mg. a day, to occur. 
The drug must be given over long periods and in 
sufficiently large dosage. 


In our opinion, its hypotensive effect is much less 
frequent than indicated. One patient out of about 
75 to 100 will have a severe hypotensive effect. Di- 
minishing the dose for a short time and then resum- 
ing the drug at higher levels usually circumvents the 
difficulty. We have plenty of time in state hospitals to 
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adjust the dose of the drug to avoid a side effect 
which is of no consequence. 

In a single case of Thorazine jaundice, the jaundice 
subsided in about three days with relatively small 
doses of ACTH, in addition to other treatment. 
Agranulocytosis, is a severe and really frightening 
complication. We have had three such cases in our 
series of over 500 patients. ‘There has been one case 
in Cincinnati that I know about. One patient had a 
count as low as 120 white cells, another of 300, and 
one of 1000 cells without any granulocytes. These 
patients all recovered with the use of ACTH and 
antibiotics. They all had the classical picture of 
angina. The necrotic area was not always in the 
mucous membrane. One patient had a necrotic area 
similar to an Arthus phenomenon in allergic skin re- 
action,—a necrotic spot in the hand. 


We feel the risk of such complications is well 
justified because of the seriousness of the conditions 
we are treating, and particularly since we have avail- 
able new agents for managing complications. 


Dr. Charles W. Castner, Rusk, Tex. Since the 
first of February we have been investigating Thorazine 
in our state mental hospitals. Our findings are 
much like those of Dr. Ayd. Our staff physicians 
and psychologists tell us that we have a more 
satisfactory result in psychotherapy in those groups 
under Thorazine than in those in which we are 
using other regimes. 


Dr. Ayd (closing). 1 deeply appreciate the comments 
of Dr. Harris and Dr. Patton. I would like to call 
attention to the fact that their comments represent a 
personal experience with the continued use of the drug. 
My paper was prepared on the first 100 patients 
treated in my office after I received Thorazine, and 
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this study was completed only six months ago. Since 
then I have had similar experiences about the change 
of content and the clinical course. I agree whole- 
heartedly that large doses are definitely indicated, and 
now I am treating many patients with doses ranging 
from 500 to 800 mg. daily. 

The incidence of dermatitis has also increased with 
a greater number of patients. We now have treated 
about 400 patients. The more patients one treats the 
more the various complications appear. 


Parkinsonism was not observed in the first 100 
patients. Since then I have submitted a paper on the 
development of Parkinsonism in patients given large 
doses of Thorazine. I might point out, though, that 
this has occurred in patients even on small doses. One 
patient developed a very classical picture of paralysis 
agitans on a dose of 200 mg. a day. 


I appreciate Dr. Patton’s pointing out that even 
after patients have developed jaundice one can re- 
institute treatment with chlorthorazine, after the 
jaundice has subsided without fear of necessarily pro- 
ducing another attack of jaundice. 


Recently I have heard of one patient who developed 
agranulocytosis that fortunately was not severe and 
responded to treatment similar to that outlined by Dr. 
Goldman. 


I wish to emphasize that this paper was based on 
study of ambulatory private psychiatric patients who, 
as you well know, differ quite a bit from the patients 
we have to treat in a hospital. In addition, in defense 
of some of the things which have been criticized, I 
would say that when a private practicing psychiatrist 
tries something new he immediately opens himself to 
a great deal of criticism, censure, and the possibility of 
malpractice when complications arise. 


Let’s Have the Facts’ 


ELMER HESS, M.D.,7 Erie, Pa. 


Here are answers to some of the criticisms leveled at the American Medical Association. 


I wAs ASKED to speak to you this morning 
on “Let’s Have the Facts,” and I was re- 
minded, as I thought about the subject, of the 
father who had just had a difficult interview 
with his son. During the interview, an em- 
barrassing one, he had related the facts of 
life to his teen-age boy with much difficulty. 
Finally, the job was done, and he leaned back 


*Address before the Opening Assembly, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 
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with a big sigh of relief and looked at his son 
and said, “Well, son, have you any questions?” 

The boy looked at him for a few moments, 
and he said, “Yes, Pa. Why do they deliver 
the Saturday Evening Post on Tuesdays?” 

I tell that story for a specific reason. I hope 
you pay more attention to the facts that I am 
going to give you than the boy did to his 
father. 

The first thing I would like to discuss with 
you for a moment is medical education. The 
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charge has been made that the American Medi- 
cal Association controls the admission of stu- 
dents to medical schools, that it has a selfish 
motive, that it wants to keep competition 
down. Many other reasons have been offered 
for our alleged control of medical education. 


Well, let us look at the situation, please. 
The American Medical Association, of course, 
has a magnificent Council on Medical Educa- 
tion and Hospitals which acts in an advisory 
capacity to all of the medical schools and to 
all of the hospitals of the country. It does 
everything it can to help the medical educa- 
tion program. In addition, the American 
Medical Education Foundation, established by 
the A.M.A., has raised three and one-half 
million dollars to further the advancement of 
medical education. This is over and above 
what the individual doctor gives from his own 
pocket directly to his own school. 


A boy goes to medical school after he has 
passed the Admissions Committee of that 
school. The American Medical Association 
has nothing to do with his admission to a 
medical school. The medical school selects 
him on the basis of his marks and his char- 
acter. The American Medical Association 
encourages quality medical education as well 
as an expansion of training facilities. Ten 
new medical schools will be built in the next 
six years. Six of them will be located in the 
South: The University of Missouri, Missis- 
sippi, Miami, Florida, Kentucky, and West 
Virginia. What a contribution from this 
part of the country. The others will be estab- 
lished at the Universities of California, North 
Dakota, Yeshiva University of New York, and 
Seton Hall in New Jersey. 


Last year, over 6,500 boys graduated from 
our medical schools and became interns in our 
hospitals and are coming into the practice of 
medicine in the near future. This past year, 
7,500 and more boys were admitted to the 
nation’s 80 medical schools. 


Some of our critics have used the argument 
that in 1903, 7,000 men were graduated from 
the medical schools of America, while in 1954, 
with a doubled population, the number of 
medical graduates still did not exceed 7,000. 
But what they fail to explain is that in 1903 
medical education was in a very chaotic state, 
that there were only a handful of the 300 
medical schools in this country rated as Class 
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A, graduating only about a thousand quality 
students. The American Medical Association, 
realizing that the public was being fooled by 
the type of men that were sent out to practice 
the healing art, got busy and attempted to do 
something about it. As a result of the Flexner 
Report, stimulated by the American Medical 
Association and the Southern Medical Asso- 
ciation, all but about 70 schools were immedi- 
ately eliminated from the picture as diploma 
mills or Class C institutions unfit to train 
young men to be doctors. 


Our critics neglect to tell you that only 
about 1,000 top quality men were graduated 
in 1903 as compared with nearly 7,000 in 
1954 from approved schools. There are no 
schools teaching medicine today that are not 
Class A schools. Surely the American Medical 
Association has been very progressive in help- 
ing to sponsor sound medical education. 


For a long time we had done little in the 
field of mental health. Nearly three years 
ago the A.M.A. established a Committee on 
Mental Health, headed up by some of our 
most brilliant psychiatrists. This year the 
Committee launched a vigorous campaign to 
do something about a very disgraceful situa- 
tion. A person who is mentally ill needs 
good food, good environment, sympathy, and 
skilled medical attention. There are not 
enough well-trained psychiatrists to take care 
of half of the mental hospitals which we have 
now in the United States. I have said before 
and I now repeat that the care of patients 
suffering from mental disturbances in this 
great modern America of ours is a national 
disgrace. What can we do about it? A lot! 


You do not have to be a psychiatrist to un- 
derstand a person who is mentally sick. Physi- 
cians should realize that there is a mental and 
emotional component in every illness. It is 
for this reason that we should all practice 
psychosomatic medicine. I wish when you go 
back home that you would take the time to 
find out how the mentally ill are cared for in 
your community. Make it a County Medical 
Society proposition. Go find out if there are 
any mental institutions in your town and 
then volunteer an hour of your time each day 
to help take care of these people from a medi- 
cal point of view. 


Oh, I know you give plenty of your time 
to charity. Of course you do or you would not 
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be a doctor. But let us give another hour to 
the care of people who need it very, very 
badly. Let us show those who would criticize 
us that we can take care of our own problems 
at the local level. 


We have a large population of low-income 
and no-income people in our land who are 
uninsurable. This population is growing be- 
cause science has added years and years of 
life to a great many people. An improved 
program to take care of people who are un- 
insurable is a taxpayer’s problem. We have 
traditionally given our services to these peo- 
ple, and we shall continue to donate our 
services to them free of charge. But there 
are insufficient tax funds to cover the cost of 
hospitalization for the uninsurables who suf- 
fer catastrophic illness. As a result, the patient 
who is able to pay his own way must also pay 
a certain proportion for the hospitalization of 
these people because we, as taxpayers, have 
failed to adequately support our hospitals. 

I feel reasonably sure that the Federal Gov- 
ernment should have nothing to do with this 
program, and I do not think the Federal Gov- 
ernment wants to have anything to do with 
it. 


A number of years ago, in my home town, 
I debated socialized medicine with a very 
famous New York physician. This debate was 
sponsored by the local press. After the meet- 
ing, I invited some of my friends, the news- 
paper people, the participants in the debate, 
and a few of my very good private lay friends 
and a few clergymen—a Catholic priest, a 
Lutheran minister, the dean of my own 
Episcopal Church, and a Methodist minister 
of whom I was very fond—to come to my 
house for a late supper where we talked over 
the debate of the evening. The physician who 
debated with me finally made this statement: 
“I have never had one hour of religious train- 
ing in my entire life. My father was an 
atheist, and he did not believe in a spiritual 
world.” 

I shall never forget the little Catholic priest 
who leaned his elbow on the table and said, 
“My God, Doctor! How dare you practice 
medicine?” I shall never forget that statement. 

A doctor has to believe in a Supreme Being. 
He has to believe in the Fatherhood of God 
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and the Brotherhood of man. If he does not, 
he cannot practice good medicine. It is im- 
possible. And medicine can be one awful 
racket if money is its sole objective. 


You cannot take anything into the sick room 
with you but your scientific skill? Of course 
you can! You take tenderness and mercy and 
sympathy and understanding. You can take 
confidence and you can express trust. You 
have to be artists in the art of psychosomatic 
medicine to be a good doctor. 


The place to make money is in the Stock 
Exchange, or lose it. The place to make 
money is not in medicine. I like to think of 
the doctor willing to give a great deal of his 
time “for free” to people who cannot afford 
to pay, because, regardless of the economic 
situation of any American, he is entitled to 
the best medical care in the world. I believe 
he gets it because the vast majority of doctors 
are decent and fine and good. 


I am not one to go much by creed, although 
I was born and reared an Episcopalian. How- 
ever, I do not work at it very hard, but I do 
work at practicing medicine very hard, and I 
can truthfully say to you that in my little 
clinic back in Erie, Pennsylvania, we have 
never once set a fee for a single patient. We 
let the patient set his own fee. The American 
people are honest and sincere and they are 
willing to pay what they can for a good 
service. 


There is only one thing in ethics. The 
American Medical Association came out re- 
cently and said it had revised its Code of 
Ethics. You cannot revise a Code of Ethics. 
You cannot revise a fundamental principle. 
The fundamental principle is that doctors 
take care of sick folks. There is not anything 
else in medicine but that. All the rest of it 
consists of rules for our guidance and our con- 
duct with each other and with the public. 
You can revise that from time to time, but 
that is unimportant. The important thing is 
that a doctor is a dedicated man, and if he is 
not he should not be permitted to practice 
medicine. 


I hope to be able to preach one thing for 
the next two years, that the doctor is a good 


man. 


VOLUME 48 


189 


Gasserian Gangliolysis for Trigeminal 


Neuralgia: 


HENRY G. SCHWARTZ, M.D.,7 St. Louis, Mo. 


An operation is described which, it is hoped, will relieve the pain of tic 
douloureux without the by-effects of section of sensory roots. 


As IN sO MANY other neurologic diseases, 
knowledge of the characteristic semiology of 
trigeminal neuralgia far outstrips its etiology. 
There has been general agreement that in- 
terruption of sensory impulses between the 
periphery and the pons effectively relieves 
the severe paroxysmal pain, and the operation 
most commonly accepted has been partial or 
complete section of the sensory root of the 
trigeminal nerve. 

Encountering relief of pain in typical tri- 
geminal neuralgia of the third division in a 
patient following removal of a cerebellopon- 
tine angle epidermoid tumor, Taarnh¢j’ pos- 
tulated that compression of the sensory root 
might be responsible for classical tic doulou- 
reux. In 1952, he introduced a new opera- 
tion consisting of section of the dura 
overlying the petrous ridge, “decompressing” 
the sensory root, without division of any 
nerve fibers. Love! modified the Taarnh¢j 
procedure by substituting an extradural for 
the intradural temporal approach. 

Recently, Taarnh¢j® and Love and Svien? 
have presented follow-up reports on their 
respective series of 76 and 100 patients. In 
the latter series, 58 of 100 patients were re- 
lieved of pain following the decompression 
operation (duration of follow-up 1 to 22 
months). In Taarnh¢j’s group, of 43 patients 
with “typical trigeminal neuralgia,” 33 were 
relieved (3 to 27 months after operation). It 
is agreed that although the follow-up period 
is still short, the procedure does have the 
advantage of giving relief in a significant 
percentage of cases without the disadvantages 
of complete sensory loss. 


In attempting to explain the pain-relieving 
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results, we have not been willing to accept 
the thesis of “compression” of the root by the 
petrosal dura. Anatomical observation does 
not support this thesis in all cases. Further- 
more, it would be reasonable to assume that, 
if actual compression existed, objective sensory 
disturbance would probably be present, and 
the clinical course would not consist of 
periodic bouts of paroxysmal pain with fre- 
quently protracted intervals of spontaneous 
remission. 

In searching for another mechanism, we 
thought that the gasserian ganglion itself 
might conceivably be the site of scarring 
or vascular changes as suggested by Schalten- 
brand. This might predispose to painful 
episodes triggered by very light touch stimuli, 
in a manner analogous to postherpetic pain 
or to scarring of a peripheral nerve. Freeing 
of the ganglion with infiltration of its sub- 
stance with saline might be of value as it 
sometimes is in peripheral nerve lesions. Re- 
cently, Stender* has reported effective relief 
in 18 patients up to 13 months following ex- 
posure of the gasserian ganglion alone. 


Operative Procedure 


A vertical incision is made in the low 
temporal region. Through a small opening in 
the squamous portion of the temporal bone, 
the dura is dissected away from the floor of 
the middle fossa. After coagulation and sec- 
tion of the middle meningeal artery, the dura 
is incised just behind the foramen ovale and 
dissected in a medial and backward direction, 
freely exposing the dorsal surface of the 
gasserian ganglion as far as the sensory root. 
The ganglion is then freed on its undersurface. 
In carrying out this part of the operation the 
ganglion is lifted up on a narrow spatula, 
it being usually necessary to use a sharp knife 
to cut one or two tough bands of fibrous tissue 
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which anchor it to the ventral dura in 
Meckel’s cave. After the ganglion is freed, a 
fine hypodermic needle is inserted and saline 
solution is injected causing visible ballooning 
of the ganglion. 


Results 


This operation has been performed in 13 
patients. In order to avoid as much as pos- 
sible the influence of suggestion, it has been 
our policy to explain to the patient that the 
procedure is still on trial, and that conversely 
section of the sensory root has stood the test 
of time with persistent relief of pain. In the 
group of 13 patients who have agreed to 
have this procedure performed, there have 
been 6 men and 7 women, ranging in age from 
51 to 74 years. 


‘Twelve patients had typical tic douloureux. 
One man complained of nocturnal episodes of 
pain in the right upper gum and temporal 
region. It was only after gangliolysis had 
been performed that we finally elicited a 
history of typical psychomotor episodes, and 
it was in association with these that pain oc- 
curred. The operation had no effect in this 
patient. 

Of the 12 patients with typical trigeminal 
neuralgia 9 have been entirely free of pain 
for from 5 to 10 months after operation. Two 
patients have had recurrent intermittent pain, 
not severe enough to require section as yet 
(although I believe one of these with pre- 
dominantly first division pain will need 
further surgery). One patient had a mild re- 
currence of pain on his fourth day and in- 
sisted on partial section of the sensory root 
which was done five days after gangliolysis. 


Discussion 


In a disease as variable in its frequency of 
remissions and exacerbations as trigeminal 
neuralgia, only a much longer period of ob- 
servation will give us the answer to the ef- 
fectiveness of any operation short of cutting 
the sensory fibers. There is enough evidence 
thus far, however, to indicate that procedures 
such as Taarnhd¢j’s decompression of the sen- 
sory root and the presently described ganglio- 
lysis are at least temporarily effective in re- 
lieving pain. The mechanism by which favor- 
able results are obtained remains obscure. As 
previously noted, it is difficult to accept com- 
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pression of the sensory root by the dura 
overlying the porus trigemini. Taarnh¢j® him- 
self has noted the fact that 5 of his patients 
were relieved after an abortive attempt had 
been made to carry out a decompression of 
the sensory root by the cerebellar route. 

Stender suggests that repeated episodes of 
inflammatory processes of the teeth and sinuses 
may lead to contraction of the blood vessels of 
the trigeminal nerve or ganglion, resulting in 
“conditioned vascular reflexes” and creating 
the syndrome of neuralgia. In accord with 
this concept tactile stimuli may “lead to a 
paroxysm of pain associated with a spastic 
vascular crisis.” Decompression of the gang- 
lion may alter its vasomotor supply and 
“spastic vascular reflexes’” may cease. 


That tactile impulses may frequently set up 
a reaction of severe pain is a legitimate ob- 
servation. This is particularly true in trigem- 
inal neuralgia where the slightest touch may 
precipitate a paroxysm. We have been con- 
vinced that, even if superficial examination 
may reveal no sensory changes in some of our 
cases, very careful testing will show some 
diminution in light touch, discrimination, or 
pain sense in most of our cases after gang- 
liolysis. In those involved the least we have 
almost always been able to show definite, if 
minimal, sensory depression in a narrow 
vertical band below the lip adjacent to the 
midline. This leads me to believe that suc- 
cessful results following any of the less radical 
procedures on the trigeminal ganglion, its 
root, or its branches, may be due to traumatic 
interruption of enough sensory fibers to pre- 
vent reflex pain, although gross examination 
may fail to demonstrate sensory loss. 


Summary 


Nine of 12 patients suffering from true 
trigeminal neuralgia have been relieved of 
pain following gasserian gangliolysis. The 
procedure consists of freeing the gasserian 
ganglion from its dural coverings and dis- 
tending it with saline. 


The mechanism by which the pain of 
trigeminal neuralgia is relieved following 
decompression procedures remains obscure. 
It is believed that the operation may interrupt 
a relatively small number of afferent impulses 
reaching the brain stem, without producing 
significant peripheral sensory loss. 
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Discussion (Abstract) 


Dr. R. Eustace Semmes, Memphis, Tenn. The 
pain of tic douloureux is the most severe pain a human 
is called upon to suffer, and our most grateful patients 
are those who have had relief of the pain by interrupt- 
ing the pathway either at the root or peripherally. 
However, the pain is relieved at the expense of anes- 
thesia in the involved area. Although the patients 
seldom complain of it, it is very awkward not to be 
able to feel, particularly if the upper and lower lips 
and tongue are anesthetic, when chewing is difficult 
and the gums and tongue are apt to be bitten. An 
anesthetic eye is difficult to take care of and apt to 
suffer from exposure or trauma. 


We have done careful sections and have divided 
only the root fibers mediating sensation from the in- 
volved area as selectively as possible in all of our cases 
except in about 10 per cent in which the whole nerve 
was involved. In this way we have obtained complete 
relief with minimal loss of feeling. Needless to say, 
we were delighted at the prospect of being able to re- 
lieve the pain without sacrificing any sensation. 


Like Dr. Schwartz, I feel that Dr. Taarnhgj’s reasons 
for suspecting mechanical root compression as the 
cause of trigeminal neuralgia are erroneous. However, 
if this procedure will relieve the pain, it will make 
only an academic difference whether we know the 
cause or the mechanism. 1 have seen the ganglion root 
and intracranial divisions in over a thousand patients, 
and I must confess that I have seen no consistent ab- 
normality. The aberrant arteries, veins, adhesions, et 
cetera, in the posterior fossa near or on the root, which 
have been described by Dandy and Olivecrona, are 
common findings in patients without trigeminal 
neuralgia and doubtless play no causative part. The 
diversion of sensory impulses into severe pain over a 
long period of years without obvious change, points 
to a pathologic physiology which could be dependent 
upon lack of insulation or misdirection of impulses, 
or possibly to arteriosclerosis, or the effect of repeated 
infections in the mouth, nose and throat, as suggested 
by Dr. Stender. On many occasions, having seen the 
trigeminal root passing through the tentorium both 
above and below, I have been impressed with the gen- 
erous room provided and therefore I do not see how 
the nerve root could be in any way embarrassed at 
this point. 


We have operated upon three patients, splitting 
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and stripping the dura from the ganglion, the involved 
second and third divisions, and the root back to the 
tentorium. The procedures were carried out extra- 
durally, as we felt that this was simpler and _ safer 
and would avoid the rather high incidence of damage 
to the neighboring cranial nerves. In the first two 
cases, relief was prompt and there were no compli- 
cations nor sensory loss, except for slight paresthesia 
in the first case, which lasted only two days. Relief 
has continued for two and a half and two years, 
respectively. In the third case, the tic douloureux pain 
continued and the patient was insistent upon relief 
without delay, so, at the end of six days, we pro- 
ceeded, perhaps prematurely, to do a selective sensory 
root section in the usual manner. 


I think that a trial of various technics, as described 
by Dr. Schwartz, is well worth while and that every 
effort should be made to determine the minimal pro- 
cedure which will give relief, though we may have 
to return in the end to the selective root section. 


Dr. Frank J. Otenasek, Baltimore, Maryland. I agree 
with Dr. Semmes and Dr. Schwartz that the cause 
of tic douloureux is unknown. What interests me for 
academic reasons is that so many procedures have 
given a significant percentage of good results. ‘The 
decompression operation does, Dr. Schwartz’s opera- 
tion does, and when we look back upon the years 
in which Dandy performed partial sensory root sec- 
tions, we find that in many of his cases he was able 
to obtain relief from the pain without any objective 
sensory disturbance in the face. These things seem 
to indicate that almost anything you do to the sen- 
sory root system in the trigeminal area will produce 
relief from pain in a significant number of cases. 


I might say that if I myself were subject to tic 
douloureux, I would want the procedure that Dr. 
Schwartz has just outlined. I should like to ask him if 
he had a high or significant incidence of herpes post- 
operatively in these cases. 


Dr. Sam L. Clark, Nashville, Tenn. 1 have enjoyed 
Dr. Schwartz’s presentation and was very much im- 
pressed with his explanation that the relief might have 
been due to the revascularization, or improved vascu- 
larization, of the ganglion root. 


I should like to ask him one question based on 
some researc” by a Japanese investigator, whose name 
I cannot rec sl, who showed some years back that the 
injection of a nerve by fluid was possible from one 
point to a different point on the nerve. He used 
several kinds of fluid. I wonder whether injection of 
the saline in the ganglion causes a diffuse injection 
of the nerve itself, or even of the root. It would be 
interesting, perhaps Dr. Schwartz has already per- 
formed the experiment, to see the result of injecting 
a colored solution in an experimental animal, and 
learn if any of the fluid passed back along the root 
toward the nerve system. The possible effects which 
he described of increasing vascularity or improving 
vascularity might extend, then, from the ganglion to 
the root. To me it would be very interesting, too, 
if a comparative study on a gross examination of 
sensitivity were done before and after operation. I 
know the neurosurgeon is very busy and I raise this 
question because he said a gross examination revealed 
no disturbance. 
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I think it is an excellent approach and I would 
agree it would be my choice if I had tic douloureux. 


Dr. Schwartz (closing). For years I have felt that Dr. 
Semmes was, and always is, entitled to the last word 
in neurosurgery and I see no reason to change my 
past opinion. 

In answer to Dr. Otenasek’s question, the incidence 
of herpes in this group is down to 30 per cent, which 
is perhaps a little more than one would get with the 
ordinary operation. 

Concerning Dr. Otenasek’s comments on Dr. Dandy’s 
cases in which a partial section of the sensory root 
very close to the pons resulted in “no sensory change,” 
I can only say that I intentionally mentioned one 
might find no sensory loss on gross examination, Even 
our patients, on whom we do superficial examinations, 
(which are reasonably careful, Dr. Clark), have shown 
no sensory disturbance on really careful examinac‘ion. 
We can accept at the least a very tiny band of sensory 
loss if only on discriminatory or fine-touch fibers. I 
think, Dr. Otenasek, with all due respect to Dandy’s 
statements, and I was as devoted to him, perhaps, as 
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you, even in those cases, very careful examination 
would have revealed some sensory change. 

I am not at all convinced that the explanation for 
the results in this procedure, such as they may be, is 
due to improvement in vascular supply. I just cannot 
help feeling that in any of these procedures there is 
an elimination of at least a few afferent impulses 
which probably explains the result. 

With regard to injected fluid passing back along 
the sensory root, I can only say we have not tried it 
in patients. Experiments of such nature in animals I 
feel are associated with considerable difficulty when 
one tries to transfer the results to humans. So far I 
have been reluctant to add anything in the way of 
coloring matter, however innocuous it might seem, to 
the injection mass, for fear of setting up some reaction 
which might detract from the possible good results. I 
think it should be tried, however. All I can say is that 
after distension of the ganglia, we have noted a little 
swelling distally, proximal to the foramen ovale and 
the foramen rotundum. We have not noted any gross 
change in the sensory root itself. We try to keep the 
needle forward, quite well away from the sensory root. 


Present Status of Hormonal and Drug 
Therapy of Ulcerative Colitis 


J. ARNOLD BARGEN, M.D.,7 Rochester, Minn. 


The problem of the management of ulcerative colitis is still a difficult one. Cortisone and ACTH 
though giving symptomatic relief at times alter the disease not at all and may be dangerous. 


WHATEVER opinions they may hold about the 
origin of the conditions designated as ulcera- 
tive colitis, physicians everywhere treat them 
as infections or at least as having an in- 
fectious phase. Physicians who have had a 
large experience in the diagnosis and care of 
these patients consider the infectious phase 
as basic and fundamental. However, some 
have questioned the importance of the psy- 
chosomatic, or psychovisceral component in 
the inception of ulcerative colitis. Moreover, 
others consider the allergic phase of prime im- 
portance, and still others have stressed the 
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possibility of a change in enzymatic activity; 
that is, the increase and decrease of lysozyme 
as having some relation to the inception of 
ulcerative colitis. 


No matter what opinion physicians may 
hold about the etiology and inception of 
ulcerative colitis, they all lean heavily on the 
sulfonamides, antibiotics and hormones in 
their attempt to control the condition. And 
so it seemed timely to relate our experiences 
and those of others with two widely used 
therapeutic measures, namely, (1) the hor- 
mones, cortisone and corticotropin, and (2) 
other therapeutic agents such as the sulfona- 
mides and antibiotics, and try to place them 
in the proper perspective with regard to the 
disease. 


| 
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Cortisone and Corticotropin 


Before the effects of the hormones and their 
indications in ulcerative colitis are described, 
I shall review first my experiences and those 
of others with some of the disorders of the 
digestive tract and analyze what cortisone and 
corticotropin are intended to do. Although 
the exact mechanics of their action is not 
known, it has been suggested that these hor- 
mones may act as “an asbestos suit protecting 
the cells from the fires of inflammation” or in 
other words, their action is to guard the cells 
and not to affect the etiologic agent or the 
pathologic process. They help the cells resist 
adverse trends in their internal environment. 
They are supposed to alleviate some of the 
symptoms, but most aspects of the disease 
remain unaffected. They are not intended to 
cure a disease. 


Use of the adrenocorticosteroids is asso- 
ciated with retention of sodium and loss of 
potassium and calcium, as the volume of 
plasma and intracellular fluid increases with 
their use. They stimulate the production of 
androgens and estrogens. Through their anti- 
infectious effect, symptoms of any infectious 
disease may disappear, for example the tem- 
perature, toxemia and inflammation may de- 
crease. With this, there is a delay in fibro- 
plastic proliferation, formation of granulation 
tissue and development of all elements of 
connective tissue. The hormones tend to 
improve the appetite. They increase mental 
energy and cause a sense of euphoria. Hemo- 
globin and proliferation of erythrocytes may 
increase. The adrenocorticosteroids tend to 
increase the amount of gastric juices, acid and 
pepsin, and they tend to increase the capil- 
lary resistance and vascular tone. 

It is well to bear these thoughts in mind 
when the action of these hormones in ulcera- 
tive colitis is under consideration. It is also 
well to remember: that it takes a lot of 
patience and perseverance to manage a case of 
chronic ulcerative colitis. It takes a great deal 
of discussion, encouragement and explanation 
to keep a patient with ulcerative colitis happy. 
Thus, administration of the hormones, tend- 
ing to cause a sense of euphoria, as they do, 
may save the doctor some conversation and 
time. But is this a justifiable use of a sub- 
stance which may have such serious adverse 
effects? The hormones act as a temporary 
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prop, sort of as a cocktail for the individual, 
but do not produce sustained improvement. 


My colleagues and I gave cortisone to a 
group of patients with ulcerative colitis ob- 
served in the hospital for several months, be- 
fore it was available commercially. Sympto- 
matic improvement in these cases was noted 
but no objective changes in the lesions were 
observed through the sigmoidoscope. 


This was very disappointing since our 
original observations of possible adrenal in- 
sufficiency and disturbed adrenal function in 
patients with well-advanced ulcerative colitis 
had led us to hope otherwise. Nevertheless, 
we decided that a further trial of the hormones 
should be carried out on patients with certain 
complications and severe forms of ulcerative 
colitis. It is well known that patients with 
active or advanced ulcerative colitis present 
difficult therapeutic problems. They fre- 
quently have no appetite and often are afraid 
to eat. This phenomenon is somewhat paral- 
leled by the activity and severity of the disease, 
and so it seemed that, if this one unpleasant 
symptom could be combated, the patient’s 
progress might be guided in the right direc- 
tion. Therefore, corticotropin was adminis- 
tered to some patients with rather severe ulcer- 
ative colitis. Unfortunately, the hormones at 
times cause marked apparent change for the 
better in symptoms associated with this dis- 
ease, and in this way perforation and perito- 
nitis may go unrecognized. My colleagues and 
I have observed this on several occasions, and 
other physicians who have used the hormones 
in treatment of the severe phase of ulcerative 
colitis have reported similar occurrences. The 
following cases are examples. 


Corticotropin was administered with ap- 
parent prompt improvement to one young 
woman with active disease and a spiking type 
of temperature. The temperature receded, 
the abdomen became soft, but in a few days 
the patient suddenly died. At necropsy a 
large cecal perforation and generalized per- 
itonitis were noted. It should not be said 
that the perforation and peritonitis were 
the result of administration of the corticotro- 
pin, but only that the perforation and per- 
itonitis would have been recognized, had the 
patient not been under the influence of the 
hormone. In another patient with severe 
ulcerative colitis repeated massive hemorrhages 


} 
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occurred during administration of corticotro- 
pin and promptly ceased when use of the 
hormone was discontinued. 

My colleagues and I now have limited the 
use of the hormones to patients with com- 
plications which seem to be the major condi- 
tion, even though they are actually secondary 
to the ulcerative colitis. Under these condi- 
tions the disease should be actively treated 
with salicylazosulfapyridine (Azulfidine) and 
other supportive measures, and just enough 
hormone should be given to serve as a helpful 
adjunct for the control of the complications. 
These complications include the arthritis of 
ulcerative colitis, pyoderma gangraenosum 
and uveitis. Only occasionally is a small dose 
of the hormone indicated when the patient 
has great difficulty in overcoming aversion to 
food and other unpleasant associated symp- 
toms. By and large, my colleagues and I find 
indications for the use of the hormones in less 
than 5 per cent of the patients with ulcerative 
colitis. Even those who have been rather 
enthusiastic about the use of the hormones 
have reported failure of response in patients 
with severe disease, and a high rate of relapse 
has been noted shortly after cessation of the 
treatment. 

When the factors and the dangers associated 
with the hormonal treatment are considered, 
all must admit that these hormones have an 
exceedingly limited place in the treatment of 
ulcerative colitis. As yet, no long-term main- 
tenance program has been devised for the use 
of corticotropin or cortisone in this disease. 
When one is asked which of the two hormones 
is the more useful in ulcerative colitis, in the 
rare patients for whom one seems to be in- 
dicated, one might venture to say that cor- 
ticotropin would be the preferable of the two. 

The biggest problem in this field in the 
last two years for me has not been the decision 
about when to use the hormone but rather 
how best to wean the patient who has received 
the hormone for an unlimited period of time 
from it. The original premise which I made 
in my introduction has been particularly well 
demonstrated by the use of these hormones. 
Many patients have been taking the hor- 
mones. Many physicians have given them a 
fair trial. Sometimes the patient has taken 
them without careful supervision. After pro- 
longed administration of the hormones, the 
adrenal glands may have suffered to a point at 
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which re-establishment of their function is 
not an easy matter. On November 3, 1953, 
I saw a patient who had been taking 300 mg. 
of cortisone daily since July 1. Her ulcerative 
colitis had been mild. Its course had not been 
appreciably changed, and I need not dwell 
on the symptoms of hypercortisonism which 
had developed. 

Other problems encountered during ad- 
ministration of the hormones have included 
massive, uncontrollable hemorrhage, the de- 
velopment of chemical imbalance and of moon 
facies, activation of peptic ulcers and the 
development of large irregular indolent ulcers 
in the colon not previously present. Many 
have reported the development of new peptic 
ulcers or serious exacerbations of peptic ulcers 
in patients while they were taking cortisone 
or corticotropin, or shortly after their use was 
stopped. A cursory scanning of the literature 
produced 55 such instances. This is not un- 
expected because of the known increase in 
the secretion of acid pepsin. My colleagues 
and I with others have noted the development 
of quiet ulcers of the colon and rectum in 
patients who were being treated with these 
hormones. These ulcers vary from those seen 
when patients have not received the drug. 
They may occur while the patient is being 
treated for rheumatoid arthritis or they may 
occur when the hormones are being given for 
ulcerative colitis itself. Perforations of the 
colon as mentioned previously have occurred 
frequently enough to be a real threat. 

However, the cautious administration of 
these hormones has been of great value for 
some complications of ulcerative colitis. These 
include the arthritis of ulcerative colitis, 
uveitis and pyoderma gangraenosum. We gave 
small doses of cortisone to one young man for 
more than 2 years because whenever the doses 
of hormones were discontinued, he had a flare- 
up of iritis and arthritis. He carries on very 
well with other measures of therapy for the 
colitis but apparently needs the hormones to 
control the secondary complications. 


Other Useful Drugs 


Through the years many drugs have been 
tried in the treatment of ulcerative colitis in 
its various forms. With the advent of the 


sulfonamides the hope arose that the inflam- 
mation of the colon might be controlled by 
destroying the intestinal bacteria. 


Unfortun- 
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ately, this hope has not been realized. Never- 
theless, a variety of sulfonamides have been 
helpful and widely used in the control of the 
active symptoms and the infectious phase of 
ulcerative colitis. 


The following drugs were used in turn: 
Azosulfonamide (Neoprontosil) proved to be 
an excellent help in control of the active 
symptoms of ulcerative colitis. Unfortunately, 
its use was associated with depletion of the 
blood in some cases. Phthalylsulfathiazole 
(Sulfathalidine) was and still is a helpful drug 
in the control of the active infectious phase. 
The drug must be given in large doses and 
over an extended period. No less than 2 
to 4 Gm. every 4 hours is of much value. 


The most valuable drug that has been in- 
troduced for the treatment of ulcerative colitis 
in the years that I have been interested in 
this problem is salicylazosulfapyridine (Azulfi- 
dine or Azopyrin). This consists of sulfapyri- 
dine sodium salicylate chemically 
combined. This drug has had dramatic ef- 
fects on many patients with active symptoms 
of ulcerative colitis. It is particularly ef- 
ficacious for the patient with moderately 
severe disease. It is not a good drug for the 
patient with the fulminating form of the 
illness. A suitable dosage is 1 Gm. every 3 
hours, and this should be given around the 
clock until the active symptoms are improved 
and then during the waking hours. This dose, 
of course, may be graded up and down and 
varies with the age, size and debility of the 
patient. I have given as much as 2 Gm. every 
3 hours, but more often 1 to 1.5 Gm. will 
suffice. Mild toxic symptoms may be asso- 
ciated, and nausea is not an uncommon com- 
plaint after the drug has been given a few 
days. It is unwise to say then that the patient 
cannot tolerate the drug and discontinue its 
use. It is rather wise to reduce the dose or 
stop its administration for 1 or 2 days and 
then give it in smaller doses. My colleagues 
and I have given the drug to 600 or 700 pa- 
tients with ulcerative colitis, and I have never 
seen an individual who could not tolerate 
the drug if it was given in suitable dosage. 
Improvement usually occurs within the week 
of the first administration of the drug. The 
number of stools is reduced and the bleeding 
is reduced or stops. Fever will also subside. 
These changes are often dramatic. 
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The antibiotics represent another group of 
medicaments given to alleviate active symp- 
toms of ulcerative colitis. Most of the broad 
spectrum antibiotics have been tried for the 
control of ulcerative colitis from time to time 
by various physicians. They are of value 
particularly for the severely ill patient when 
many secondary bacterial invaders may be 
present. Thus, to evaluate properly the use 
of the antibiotics for this condition it is im- 
portant that the ulcerative colitis of the 
patients be classified into the various cate- 
gories which indicate the severity of the ill- 
ness. For the mild or insidious forms of 
ulcerative colitis the antibiotics should not be 
given. The reason for this is that it is neces- 
sary to give these antibiotics for a considerable 
time and the risk of changing the intestinal 
flora to the point where the secondary symp- 
toms are more disturbing than the primary 
ones represents a considerable danger. Such 
antibiotics as chlortetracycline (Aureomycin), 
oxytetracycline, tetracycline (Achromycin), 
erythromycin and even penicillin have been 
helpful in some cases, but when given over an 
extended period are likely to change the in- 
testinal flora to such an extent that unpleasant 
intestinal symptoms which may be difficult to 
control may supervene. In some patients with 
the more severe forms of ulcerative colitis, the 
antibiotics may be helpful when given for a 
short time. However, they are of greatest 
value for the patient who has the fulminating 
form of ulcerative colitis. A patient who is 
severely sick, has a high fever, extreme toxemia 
and abdominal distention, and is passing many 
bloody purulent stools presents a difficult 
therapeutic problem. For these, the control 
of fluid balance, blood transfusions, and ad- 
ministration of the broad spectrum antibiotics 
have been of incalculable value in the control 
of the active disease. It is necessary to give 
500 to 750 mg. of oxytetracycline (Terramy- 
cin) every 6 hours intravenously to some of 
these patients. 

Additional medicaments, such as large doses 
of Kaopectate, 1 to 2 ounces every 4 hours, 
bismuth subnitrate in doses of 1 to 2 drams 
every 4 hours, and the careful administration 
of tincture of opium and codeine are helpful. 
If any narcotics are used, they should be ad- 
ministered in minimal amounts for a limited 
period. I give them in small doses for a few 
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days and then discontinue their use. Ex- 
perience has taught me that it is unwise to 
give these patients either opium or codeine 
for longer than just a few days at a time. 
While active medication is being carried out, 
it is of course very important that all those 
measures which help control the illness of any 
patient chronically sick be employed. 


Comment 


These observations suggest that chronic ul- 
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cerative colitis in its various forms can become 
a serious therapeutic problem, the major de- 
tails of which are concerned with the control 
of severe systemic infection. Other less severe 
symptoms can be controlled symptomatically. 

The hormones find a limited place in the 
therapy of a patient with active ulcerative 
colitis. Some drugs, for example, certain sul- 
fonamides and antibiotics, have a definite 
position in the control of this debilitating 
disease. 


An Integrative Approach to the 


Teaching of Preventive Medicine: 
WILLIAM W. SCHOTTSTAEDT, M.D.,7 Oklahoma City, Okla. 


The shift in medical practice from the care of acute short-lived diseases to chronic and 
degenerative diseases, brought about by chemotherapy, is reorienting the 
emphasis in teaching, with preventive medicine assuming a new role. 


If HAS BECOME apparent in recent years that 
a new approach to the teaching of preventive 
medicine is necessary. With improvement in 
general sanitation and with the development 
of vaccines, antibiotics, and chemotherapeutic 
agents, the problem of communicable and in- 
fectious diseases has become one of lessening 
importance. The students’ interest in sanitary 
measures and in discussion of the epidemiology 
of infectious diseases has declined correspond- 
ingly. When the principles of epidemiology 
and public health measures are presented in 
these terms they are apt to seem dull and un- 
interesting to medical students. 


With this decline in the importance of 
communicable and infectious diseases there 
has been a corresponding increase in the im- 
portance of chronic disease. This has brought 
an increased awareness of the importance of 
social factors in medicine. Specific therapy is 


*Read before the Section on Public Health, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 


+From the Department of Preventive Medicine, University 
of Oklahoma School of Medicine, Oklahoma City, Okla. 


a minor part of the care of a patient with a 
long term illness. Much more important are 
problems such as family frictions arising as 
a result of the chronic illness of one of its 
members, the loss of productivity, financial 
crises, the need for prolonged treatment at 
home or in some institution, and the desira- 
bility of organized efforts at rehabilitation. 
All of these are social forces which must be 
dealt with in the handling of chronic disease. 
This requires a broad social orientation in 
those who are going to care for these patients. 
It requires likewise a change in teaching 
methods. Methods which were perfectly ade- 
quate for familiarizing students with com- 
municable diseases are wholly inadequate 
when one is dealing with chronic disease. A 
short-term acquaintance with a patient with 
measles is sufficient but it cannot give any 
understanding of the problems faced by a 
patient with severe rheumatoid arthritis, 
chronic rheumatic heart disease, diabetes, or 
any of the other long-term illnesses. Teaching 
must be revised to give more emphasis to 


— 
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social organization and the social and emo- 
tional problems faced by the ill. 

Concurrent with this shift in incidence and 
importance of infectious and chronic diseases 
there has been a broadening view of the 
province of preventive medicine. It is no 
longer thought of in terms only of specific 
measures to prevent the occurrence of disease. 
It now has a wider scope. All measures de- 
signed to promote health in individuals and 
groups of individuals are viewed as preventive 
in nature. All activities which aid in the early 
diagnosis and early institution of therapy are 
a part of preventive medicine. The preven- 
tion of complications and disabilities is in- 
cluded in this concept. And all measures con- 
nected with the rehabilitation of the patient, 
whether these be directed at emotional, social, 
or economic rehabilitation, are now a con- 
sidered part of the field of preventive medi- 
cine. 

A need is apparent, therefore, for a teach- 
ing method which will lay emphasis on these 
aspects of preventive medicine and on the 
care of the long-term patient. The student 
must become aware of the many agencies, both 
governmental and voluntary, which are avail- 
able to help the physician. These must be 
presented in a way that will make them vital 
to the student. A broad preventive viewpoint 
must pervade his thinking in terms of each 
individual patient he sees. Only thus, can 
optimal care be given to all. 


At the University of Oklahoma School of 
Medicine, with the aid of funds from the 
Kellogg Foundation, we are instituting a new 
program for the teaching of preventive medi- 
cine. It is hoped that this program will meet, 
in part at least, the needs just pointed out. 
The curriculum of the senior year is con- 
structed on a longitudinal system. Each stu- 
dent spends two days each week in the General 
Medical Clinics throughout his senior year 
except while on preceptorship. This allows 
the student to follow his patients throughout 
the senior year. In this way the student can 
become acquainted at first hand with the 
problems which arise in the care of patients 
with chronic disease. 


Teaching in the Medical Clinic stresses 
both the therapeutic and preventive aspects 
of patient care. The interdependence of 
these two orientations to care is clear. Thus, 
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the preventive aspects of therapy are pointed 
out both in terms of the prevention of com- 
plications and undesirable sequelae in the 
patient and in terms of maintenance of the 
economic independence of the patient and 
the promotion of better physical and mental 
health in other members of his family. The 
necessity for early diagnosis and treatment if 
complications are to be avoided and the im- 
portance of health education to the patient 
and other members of his family is pointed 
out. Rehabilitation of the patient is dis- 
cussed not only in terms of correction of gross 
anatomic defects or job placement to make 
allowance for specific physical disabilities, but 
also in terms of emotional rehabilitation in 
overcoming anxiety and tension aroused by 
the thought of returning to work after a pro- 
longed absence. The importance of psy- 
chotherapy in the treatment and prevention 
of disease is emphasized in individual in- 
struction in the clinic, in informal discussions, 
and in formal lectures. 

The General Medical Clinic with help from 
the Commonwealth Fund has established a 
close liaison with selected local health de- 
partments in the state of Oklahoma. Patients 
from these counties receive the same general 
“work-up” as do other patients. Following 
this “work-up” the students seeing these pa- 
tients meet with the director of the clinics 
and a social worker to discuss the problems 
presented by the patient. At these discussions, 
services offered by the public health depart- 
ments to patients are kept in the foreground 
so that their assistance may be requested 
where it would prove valuable. Letters are 
then written by the student to the referring 
physician giving details of diagnostic studies 
performed and recommendations made for 
treatment. A copy of this letter is sent to the 
health department. In these letters the as- 
sistance of the health department is frequently 
requested. Thus, it may be suggested to the 
referring physician that the health nurse see 
the patient to reiterate instructions or clarify 
them, to help with home preparation of diets 
or with home sterilization of insulin syringes, 
to give bedside nursing instructions to other 
members of the family, to check periodically 
on how the patient is progressing, or to suggest 
that other members of the family see a physi- 
cian for a “check-up.” Upon receipt of this 
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letter the health officer calls the referring 
physician to be sure that he wishes these in- 
structions carried out. Follow-up letters from 
the health department are then written to the 
medical student to let him know what the 
results of these visits have been. In this way, 
continuity of care can be assured and free 
communication between the University Hos- 
pital and the community in which the patient 
lives can be established. 


In addition, each student visits one of these 
health departments during his senior year. 
Two or three students go at a time and spend 
three consecutive days in this department. 
This allows personal contact and fosters a 
warm, friendly attitude between health de- 
partment and student. During these visits 
the services rendered to the community and 
to practicing physicians by health departments 
are discussed and the student participates in 
these activities. Interest in this program is 
increased materially by the frequent contacts 
which students have with the health depart- 
ment through their correspondence concerning 
their own clinic patients. Where possible, 
when making home visits with the health 
nurse, the student visits patients who have 
been seen by him or one of his classmates at 
the hospital. Activities of the Heart Asso- 
ciation and the Tuberculosis Association are 
discussed. Local facilities for the care of 
patients are noted and visited where this is 
feasible. Thus, in one county the rehabilita- 
tion center is a regular part of the student's 
visit, while in another county the cerebral 
palsy center is a regular part of the three 
day program. In this way students are made 
familiar with a few of the governmental and 
voluntary agencies which can help him in the 
care of his patients. 

During the senior year students also visit 
the Rapid Treatment Center where the newer 
treatment of venereal disease and the necessity 
for close “follow-up” and the treatment of 
contacts isemphasized. They attend the Well- 
Baby and Tuberculosis Clinics sponsored by 
the Variety Club and thus become familiar 
with another voluntary organization’s efforts 
to help out in the care of patients. Two 
mornings are spent in the Speech and Hearing 
Clinic. Three mornings are spent at the 
Employee Health Service of the University 
Hospital where the principles of group medi- 
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cine and the problems of job placement and 
employee health are discussed. Thus, another 
aspect of preventive medicine is included. 

Each student also. visits the home of one 
of his patients. Emphasis is placed here on 
the immediate environment and the patient’s 
family. Note is made of the neighborhood 
and surroundings in which the patient lives. 
The adequacy of the home is evaluated and 
this is compared with neighboring homes. 
Sanitary facilities and accident hazards are 
also noted. Family members are interviewed 
as well as the patient in order to assess atti- 
tudes and interpersonal relationships within 
the home. The importance of these in treat- 
ment, rehabilitation, and the general health 
of the family are stressed. Adverse situations 
and difficult interpersonal problems are dis- 
cussed in terms of how these arose, how they 
affect health, and what can be done by the 
physician to alleviate them. Personnel of the 
Public Health Department, the Department 
of Public Welfare, and the hospital Social 
Service Department are drawn into the care 
of the patient and his family wherever their 
services can be of value. Social workers are 
prominently involved in all aspects of our 
program. They help assist the patient in 
meeting personal, financial, and situational 
problems both by their personal interviews 
with patients and by referral to specific 
agencies. One social worker is assigned full 
time to the Home Visiting Program. 


An attempt has been made to present a pre- 
ventive viewpoint to the student in as many 
situations as possible during his clinic years. 
Such a diverse program could well founder 
through lack of focus. The interrelationships 
which all these varied activities have and the 
unifying concept which lies behind them is 
brought into clear focus in seminars and lec- 
tures held through the senior year. Small 
seminars are held at which the general prin- 
ciples of preventive medicine and _ public 
health are discussed. Additional seminars 
are used for the presentation of case histories 
and patients in the discussion of the applica- 
tion of these principles of preventive medicine 
and public health. And finally, occasional 
lectures are given which attempt to integrate 
all these various activities in the thinking of 
the student so that he will be aware of their 
relationship to the total care of patients. 


oes 
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Thus, this program meets many of the 
current needs in the teaching of preventive 
medicine. Emphasis is placed upon care of the 
“long-term” patient without ignoring the 
many other applications of preventive prin- 
ciples in medicine. The importance of main- 
taining economic productivity, of utilizing 
all available resources for rehabilitation, and 
of dealing realistically with emotional, finan- 
cial, and social problems are stressed. This is 
done in light of circumstances which makes 
these considerations of vital significance to the 
student: the care of his own patients in the 
outpatient clinic. 


Discussion (Abstract) 


Dr. Guillermo Arbona, San Juan, Puerto Rico. 1 am 
impressed by several aspects of the program described 
by Dr. Schottstaedt. It takes into consideration the 
student’s interests and desires to learn and the teach- 
ing of preventive medicine as a clinical subject. The 
student integrates preventive medicine into his general 
practice and evaluation of the individual patient. He 
is provided an opportunity of working with mem- 
bers of allied professions and finding out how they 
assist the physician. Students also have an opportunity 
of working with local health departments and learning 
how their patients may benefit from health depart- 
ment services. The prominence given to social and 
emotional factors and their relations to health and dis- 
ease is also of special interest. 


In Puerto Rico, where we are in a transitional stage 
as far as our morbidity pattern is concerned, we have 
a program based on the same general principles as that 
of the Oklahoma University. Our experience, even 
though of short duration, so far is very satisfying. 

During recent months, I have been observing similar 
programs in other schools and have found in some 
that the enthusiasm and interest of the staffs of De- 
partments of Preventive Medicine is not shared 
equally by clinicians in other departments. Students 
seem to gain the impression that the integration of 
preventive medicine in the practice of medicine is 
something public health people advocate but eminent 
clinicians do not practice. Therefore it is very impor- 
tant to get the support of the clinical departments for 
the success of a program like this. 


Considering that promotion of health and prevention 
of disease and disability are really educational func- 
tions, I should like to ask Dr. Schottstaedt whether he 
is helping his students to be better educators than 
physicians usually are, and if so how is he doing it? 


Dr. Robert E. Shank, St. Louis, Mo. 1 was interested 
in this paper because it is an example of a very promi- 
nent trend in medical education in the Country today, 
being used in a number of other schools also. 


Here in St. Louis, at Washington University, the 
Department of Preventive Medicine has taken over 
the responsibility for the entire Outpatient Teaching 
Program, and has attempted to integrate with that 
the teaching of preventive medicine. 
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I think Dr. Arbona’s question is pertinent and is 
integral to the total approach if one is to use this ap- 
proach in teaching. I should like to encourage Dr. Ar- 
bona, though, that this can be achieved; at least, we 
feel we have achieved it in our institution. The teach- 
ing and services given in the Outpatient Department 
are now the responsibility of the Committee, which is 
made up of representatives of the Clinical Depart- 
ments, but that Committee is headed by the Chairman 
of the Department of Preventive Medicine. The 
teaching program itself is called a Coordinated Out- 
patient Teaching Program, and the Department of Pre- 
ventive Medicine is the one most involved in trying to 
integrate the various phases of the teaching. 

I should like to encourage Dr. Schottstaedt and his 
group, and likewise to encourage the group in Puerto 
Rico, because I think this is an important new ap- 
proach. It appeals to the student and points out in 
a very real way the role preventive medicine has in 
the practice of medicine, most particularly in the office 
practice of medicine. 


Dr. Marjorie Rowntree, Louisville, Ky. Dr. Schotts- 
taedt, you said that the students have two days a 
week in the general medical clinic. Do you give them 
extra time to make their visits to the agencies and 
to make their own visits? 


Dr. Schottstaedt (closing). In response to the ques- 
tion from Dr. Arbona, we have very good cooperation 
from other departments of the University of Oklahoma, 
and I believe are training students to look upon pre- 
ventive medicine in a much more, shall we say, en- 
lightened fashion than previously because it is an 
integral part of their care of patients. The Depart- 
ment of Pediatrics is very interested in this approach, 
as it is in most places, I believe. In every institution, 
they carry on a large preventive program. The De- 
partment of Obstetrics also, with the prenatal care, 
is emphasizing preventive medicine. 

The Departments of Medicine and of Preventive 
Medicine work closely together and I am in both de- 
partments. Those from the Department of Medicine 
teaching in the clinic have just as much _ interest 
in getting the concepts of preventive medicine across 
as I do, and we work in complete harmony. I think we 
are succeeding in getting this view across to the 
students. 


As to the time allotted for this program, I will men- 
tion that the students are in the general medical 
clinic for two mornings in the week except when on 
preceptorship. The three days in the Public Health 
Department are taken from that preceptorship. The 
local physicians in the state, general practitioners, 
with whom the students are to spend 11 weeks, have 
given up three days of their time so that the students 
may spend them in health departments. 

The visits to the Speech and Hearing Clinic, the 
Employee Health Service, and the Treatment Center, 
are taken from time allotted to the Department of Pre- 
ventive Medicine, which is in addition to the two 
days each week on medicine. The Home Visiting 
Program is allotted by the Department of Medicine, 
so the student is excused from his regular clinic 
responsibilities on the day he wants to make that 
trip. That gives him a full day since the Medical 
Clinic is in session both in the morning and afternoon. 
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GASTROINTESTINAL 
MANIFESTATIONS OF KIDNEY 
DISEASE 


The index of suspicion for disease of the 
kidneys as a cause of gastrointestinal disturb- 
ances is low. This aberrant slant of thinking 
may be due to mental visualization that the 
kidney lies outside the peritoneal cavity. 
Actually, the kidney is as much intraperito- 
neal as the liver, spleen, stomach and rectum 
except for the development of a supporting 
mesentery. Indeed, in rare instances the kid- 
ney may be completely enveloped by perito- 
neum and possess an actual mesentery. Even 
though the kidney is thought of as retro- 
peritoneal, there is an intimate association of 
its rich nerve supply with that of the intra- 
peritoneal viscera. 

The gastrointestinal parasympathetic ef- 
ferent fibers arise from cells in the medulla 
and the sacral region of the spinal cord. The 
sympathetic efferent nerves arise from cells 
in the lateral horns of the eighth cervical or 
the first thoracic to the second or third lumbar 
segments of the cord. The kidney receives 
its parasympathetic nerve supply identically 
with the gastrointestinal tract while the sym- 
pathetic supply takes origin from the tenth 
to twelfth thoracic segments. There exists a 
wide synaptic connection of pre- and _ post- 
ganglionic fibers insuring a diffuse discharge 
of impulses wherein all connected organs be- 
come subject to the same influences. 


Thus, viscero-visceral reflexes, which are 
responsible for disturbances in the normal 
functioning of the stomach, small and large 
intestine, commonly emanate from diseases of 
the kidney. The symptoms of indigestion, 
anorexia, nausea, vomiting, distention, epigas- 
tric discomfort and pain, and constipation 
may be due solely to renal disease. Especially in 
the infant and child the gastrointestinal dis- 
turbances may overshadow all other com- 
plaints. So much so that severe anemia and 
malnutrition may develop before some signal 
presents itself or an alert physician suspects 
the kidney as the cause. 


Most all physicians are familiar with nausea 


and vomiting accompanying the explosive and 
excruciating pain of renal colic. However, 
the more subtle minor expressions of gastro- 
intestinal disturbances seen with obstructions 
of mild or severe degree, low grade infections, 
ptosis, calculus disease and tumors of the 
kidney may be the only symptoms presented. 
All too often, following a thorough gastro- 
enterological investigation and with no disease 
found, the patient is classified as suffering 
from one of the common neuroses. Perhaps 
years later the symptoms are completely re- 
lieved by correction of the disease of the kid- 
ney. This recalls to mind a non-neurotic 
female of 56 years who had periodic nausea 
and vomiting on and off for 30 years. There 
were no other symptoms. Finally an internist 
thought to investigate the kidneys. A partially 
calcified, pus-containing cyst of the left kidney 
was excised with complete and permanent 
relief. 

A rare disease may be diagnosed brilliantly 
simply by thinking of it. Similarly, a patient 
may be relieved of years of suffering, even 
death, by the doctor who bears in mind that 
vague, minor digestive abnormalities may 
arise from disease situated within the kidney. 
Whenever the usual investigative studies have 
proven unrevealing, a simple excretory pro- 
gram may furnish the diagnosis, serve to re- 
lieve the patient and produce that contented 
sense of accomplishment which makes the 
practice of medicine so worth while. 


CuHarces Rieser, M.D. 


RELATIONSHIP OF OCCUPATION 
TO CORONARY ARTERY DISEASE 


Periodically there appear paperg which at- 
tempt to evaluate the relationship of physical 
activity to coronary artery heart disease. It 
may seem in recent years that there is an 
increased incidence of coronary artery disease. 
But this apparent increasing incidence is 
subject to a number of factors which are 
difficult to weigh one against the other. The 
apparent greater incidence may be expected to 
become even greater with an ever-increasing 
extension in the years of life. 

One factor which is basic in any attempt to 
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relate the accidents of conorary artery disease 
to physical effort or to psychic stress is the pre- 
existence of pathologic changes in the artery. 
If this is accepted, the problem then confront- 
ing the physician is to evaluate what part 
stress or effort play as additional factors in 
acute coronary insufficiency and in infarction. 
This is a problem which is not merely acade- 
mic. There are certain medicolegal aspects 
having to do with compensability in industry. 


Master and Jaffe! insist on defining two 
types of acute coronary disease, acute coronary 
occlusion and acute coronary insufficiency, 
which they feel are to be differentiated patho- 
logically, clinically, and electrocardiographi- 
cally. They feel the latter examination can 
differentiate the two in 95 per cent of in- 
stances. 


In their studies, they accept coronary occlu- 
sion as representing thrombosis in a medium 
or large artery in the coronary system and with 
infarction extending from endocardium to 
pericardium. They describe the usual clinical 
picture associated with myocardial infarction 
and certain electrocardiographic changes 
which they consider diagnostic. With this view- 
point these authors classified the type of the 
patient’s activities at the onset of 1,347 attacks 
of coronary occlusion. They found little to 
substantiate the idea that any great effort 
played a part in the attacks. Coronary closure 
occurred during sleep in 23 per cent and 
while at rest in an additional 30 per cent. 
With activity, 22 per cent of the attacks oc- 
curred while the patient was doing such things 
as getting out of bed, dressing, sitting in meet- 
ings and the like. The patient was engaged in 
moderate activity, as driving a car, having a 
bowel movement, shopping, etc., when 9 per 
cent of the attacks occurred. In 15 per cent the 
activity was walking at the time of the throm- 
bosis. In only 2 per cent was coronary closure 
associated with severe exertion as lifting, run- 
ning, moving a load and the like. 


The distribution of cases of coronary clos- 
ure among occupation groups shows no rela- 
tionship of significance. The percentage of 
cases of occlusion is comparable to the general 
population groups,—thus workers and labor- 
ers made up 54 per cent of the labor force in 


1. Master, A. M., and Jaffe, H. L.: Factors in the Onset of 
Coronary Occlusion and Coronary Insufficiency. Effort, 
ee. Trauma and Emotion, J.A.M.A. 148:794, 
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New York and had 48 per cent of the coronary 
thromboses. 


These and other facts, added to pathologic 
evidence that coronary thrombosis is probably 
slowly progressive, influence Masters and Jaffe 
to believe that exertion is merely incidental to 
acute coronary closure. 


With regard to acute coronary insufficiency 
the authors feel somewhat differently. The 
simplest form, angina pectoris, is associated 
in almost 100 per cent with some form of ef- 
fort or stress. In cases of coronary insuffi- 
ciency, in which there is infarction (but not 
“through and through” and with a differ- 
ent electrocardiographic pattern than in 
coronary closure) they recorded no unusual 
activity in 56 per cent of 100 acute attacks, 
and unusual effort in only 6. The others 
occurred under circumstances having de- 
creased coronary flow, decreased oxygen con- 
tent or increased work of the heart. 

Recently Benton and Rusk? reviewed the 
problem because of their interest in it as re- 
lated to rehabilitation. They quote extensive 
studies of coronary heart disease among Brit- 
ish workers, as in 31,000 drivers and conduc- 
tors on London busses and 110,000 postal 
workers and civil servants. Not only was the 
incidence of coronary disease lower in the 
more physically active conductors and post- 
men, but the case fatality was also lower than 
in the more sedentary drivers and civil ser- 
vants. This is borne out in other similar sta- 
tistics in Great Britain. 

In this Country such broad-scale studies 
have never been carried out. Twenty years 
ago farmers and agricultural workers had the 
lowest mortality rate in this respect. 

One interesting item in Britain’s statistics 
is the doubled incidence of first attacks of 
coronary heart disease in the general practi- 
tioner over that in specialists, consultants, 
public health officers and men of comparable 
age in civil services, industry and other pro- 
fessions. 

Possible psychosomatic factors in the patho- 
genesis of coronary artery disease have not 
been touched upon. Psychic factors do not 
lend themselves to satisfying study, though 
hypothetically such factors might be operative 


2. Benton, J. G., and Rusk, H. A.: The Relation of 
Physical Activity and Occupation to Coronary Artery 
Heart Disease, Ann. Int. Med. 41:910, 1954. 
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through proven physiological alterations in the 
body under emotional stress. 


Within the confines of our present knowl- 
edge it may be safely concluded that physical 
effort plays little if any part in the picture 
of acute coronary thrombosis. On the con- 
trary it appears that physical activity may ac- 
tually not only make for a lowered incidence 
of infarction but may produce a lower case 
mortality as well. R. H. K. 


THE EDITORIAL BOARD 


During the early conversations between 
certain of the officers of the Southern Medical 
Association and your present Editor discussion 
naturally turned upon the Journal, its func- 
tions and possible changes which might be 
instituted to attain an editor’s objectives. 


One of the first suggestions made by the 
editor-to-be was the establishment of an Edi- 
torial Board. This seemed essential. The 
objective of the Southern Medical Journal 
is, for all practical purposes, the transmission 
of medical knowledge to members of the 
Association and to its other readers. In 
doing so the Journal records most of the 
papers and discussions of the papers which 
have been presented in the meetings of the 
various Sections. In addition, others are se- 
lected for publication from among those sub- 
mitted to the editor for consideration. 


Your Editor, in his medical experience of 
three decades and more, has witnessed re- 
markable advances in medical science in all 
fields of medicine. As an internist he has 
been forced to have a broad viewpoint and at 
least some knowledge of many of these ad- 
vances. But detailed knowledge has accumu- 
lated more rapidly than any one human mind 
might absorb and catalogue. Just as medicine 
has left the era when a physician was quite 
self sufficient, both diagnostically and thera- 
peutically, with what he carried with him in 
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his bag, so too has it left the era when he 
could encompass most of medical knowledge 
and its technics. This led by necessity to the 
era of specialism. 

Your Editor thus submitted to the officers 
of the Association that he does not have the 
ability to pass upon the merits of all papers 
presented for publication. This is especially 
true of papers of a highly specialized or 
technical nature. Convinced that the content 
of the paper is of primary importance and 
its composition of secondary importance, the 
need of your Editor for advice is unques- 
tioned. An Editorial Board was chosen, there- 
fore, to represent most of the special fields in 
medicine. They represent specialties in which 
technical knowledge may be of assistance to 
the Editor. They are not to be thought of as 
representing Sections of the Association. Your 
Editor, as an internist, feels he can himself 
evaluate the facts, interpretations and con- 
clusions of those papers which are on a 
broader base and related to internal medicine. 
It thus becomes clear that the individuals of 
the Board can contribute much to the Editor 
in their evaluation of the content of certain 
selected papers. 

Similarly, the scientific editorials should to 
some extent reflect attitudes and thoughts 
other than just those of the Editor. It is 
planned that the members of the Association 
will have viewpoints on selected topics pre- 
sented to them by those who have an especial 
interest in certain fields of medicine. 


Southern medicine and Southern medical 
schools are contributing much to advances in 
medical science. It is our hope that the 
Journal will be given the opportunity to pre- 
sent at least some of the best contributions by 
Southern medicine. 


The advice of the Editorial Board will be 
most helpful in meeting the objectives which 
have been set for the Journal. 


R. H. K. 
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The Cost of Medical Carel 


“The interest of the public in the cost of medical 
care, apparently for many years dormant, seems now 
to be the topic of the hour. True, one may visit 
innumerable villages, cities and hamlets of the Mid- 
dle West, the South, and even the New England 
states and find both the physicians and the general 
public little concerned in the current agitation; but 
in other communities it arouses burning argument 
and intense feeling. Much of this emotionalism is, 
of course, the result of propaganda and of personal 
issues which have little or nothing to do with the 
purely economic aspects of the question. . . 

“Hospitals were first constructed for the poor and 
then provided rooms for the rich, and only recently 
have institutions begun to adapt both structure and 
administration to the care of the middle class. The 
survey revealed that 121 hospitals out of 132 whose 
letters tell of future plans include the provision of 
special facilities for patients of moderate means... . 


“One of the greatest difficulties in adaptation of 
the present hospital construction and management 
to the problem of the middle class is the fact that 
various classes of service are provided under one 
roof, much as occurs on board ship. . . . Hospital 
rooms with service can now be had at prices vary- 
ing from six dollars a day to as much as the pa- 
tient cares to pay, these rates being after all about 
the same as for the hotels; and the latter do not 
provide food. Nevertheless, a person who selects a 
middle class or low middle class hotel when he 
travels is likely to want the best of hospital ac- 
commodations when he is sick. Ward beds and semi- 
private beds in rooms for two or four may be 
had for much smaller charges than single private 
rooms. However, associated with the charge for the 
room are such charges as laboratory, anesthetic, 
roentgen ray, special nursing and operating room 
fees, for which the patient is usually not prepared 
and which serve not infrequently to bring his total 
bill to a sum that arouses consternation. . . . 

“It is true that far more patients are going to 
hospitals for medical care than actually require 
hospitalization from the medical point of view; but 
the home has disappeared and the helpmate who 
used to nurse the sick is now a clerk, a secretary or 
an advertising copy writer, whose income must not 
be disturbed. The only possible place for the care 
of the ailing member of the family is the hospital. 


Ihe Cost of Medical Care, J.A.M.A. 94:106, 


The Cost of Hospitalization? 


“The whole question of hospital costs is muddled 
for the simple reason that hospitals, dealing with 
the sick, with the poor, even with unconscious people, 
cannot contract on entrance, as does a hotel, for a 
certain type of service at a certain price. The hospital 
takes the patient like a bride, for better or for worse, 
and from the hospital point of view it is usually for 
worse. The patient’s delusions of grandeur on en- 
trance are soon dissipated by rapidly mounting bills 
for a variety of necessary services, and he soon finds 
himself confronted with a situation demoralizing to 
both his pride and his pocketbook. Thus the patient 
with a private room decides to try temporarily the 
two, four or twelve bed ward and thereafter decides 
to suffer starvation after recovery rather than dis- 
comfort or minor annoyance during illness. These 
observations, trivial in the consideration of the ‘well, 
loom large in the perspective of those who are sick. 

“During the last few years . . . there have been 
innumerable studies of hospital costs made by the 
hospitals themselves. Even discounting greatly the 
fact that these studies have been made by interested 
observers, it seems obvious that hospital costs have 
not risen proportionately to the cost of living in 
general, and not nearly proportional to the increased 
demands made on the hospitals by the changing 
status of labor, or by the advance in the science of 
the practice of medicine. More than two thirds of 
the hospitals in the United States now have fully 
equipped roentgen-ray and laboratory services, and 
more and more hospitals are constantly being sup- 
plied with fully developed departments for physical 
therapy. 


“A study made of bills rendered in one hundred 
hospitals . . . shows that the average bill for the 
first ten thousand full pay patients during the 
present fiscal year was $71.99, that the average du- 
ration of stay per patient in fifty-two of these hos- 
pitals was 11.4 days, and that the average hospital 
bill is much less than the average patient of moder- 
ate means spends for many of the luxuries that are 
common today. . . . The answer to the question of 
the cost of medical care is not to be found in singling 
out the doctor, the hospital, the laboratory or the 
employer as the responsible party. The health of the 
human being is intimately associated with housing, 
food, transportation and fuel, and his care in disease 
is likewise associated with innumerable other eco- 
nomic factors. Perhaps when the answer is found the 
solution will be on the doorstep of the patient him- 
self.” 


2. pe: The Cost of Hospitalization, J.A.M.A. 94:186, 
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Abnormal Movements of the Face 


With Special Consideration of Abnormal Facial 

Movements Occurring in Paroxysmal Disorders. By 

Samuel C. Little, M.D., Associate Professor of Clin- 

ical Medicine (Neurology), and Director of the Lab- 

oratory of Electroencephalography, Medical College 
of Alabama, Birmingham. 70 pages. University, 

Alabama: University of Alabama Press, 1954. Price, 

$2.00. 

Because affectations of the face are so noticeable 
they often receive earlier attention than many symp- 
toms involving other portions of the body; and for this 
reason the author believes physicians should be fa- 
miliar with all abnormal facial movements. Accord- 
ingly he has prepared this seventy page monograph to 
review the conditions which may cause abnormal 
movements of the face, and especially those related to 
paroxysmal disorders of the nervous system such as 
epilepsy. 

The developmental anatomy of the facial muscles 
and the facial nucleus is outlined and the connections 
of the facial nucleus are described. With this back- 
ground the types of abnormal facial movements are 
enumerated and well illustrated with pertinent case 
reports. Myogenic movements, tremors, extrapyra- 
midal movements, spasms of the face, facial tics and 
movements associated with epilepsy are all discussed. 
A complete bibliography is included to provide source 
material for any additional or more detailed informa- 
tion the reader may require. 


Most students and physicians will find this mono- 
graph to be a distinct aid to diagnosis. 


Hysterectomy 


A Monograph in American Lectures in Gynecology 
and Obstetrics. By John C. Burch, M.D., Professor 
of Obstetrics and Gynecology, Vanderbilt University 
School of Medicine, and Horace T. Lavely, M.D., 
Nashville, Tennessee. Publication Number 226, 
American Lecture Series. 94 pages, illustrated. 
Springfield, Ill.: Charles C. Thomas, Publisher, 1954. 
Price $5.50. 


The purpose of this monograph, as the authors state, 
is to fulfill the need for a book about hysterectomy. 
In this purpose they have succeeded admirably. The 
opening discussion points out how the changes that 
the use of blood, antibiotics, improved anesthesia, and 
early ambulation have resulted in lowering mortality 
rates of hysterectomy from around 5 per cent in 1930 
to 0.25 per cent in 1951. In line with current trends 
in gynecological circles the authors believe in con- 
servatism in pelvic surgery—not based on the conserva- 
tion of useless tissue, but upon the retention of useful 
function. They present a unique total approach based 
on physiologic, psychologic, as well as the usual patho- 
logic factors contributing to the total picture of the ill 
patient. 


The authors’ common sense approach to _hyster- 
ectomy outlines with pertinent discussion the needs 
of the patient, life expectancy with or without the 
operation, reproductive potential, sexual and hormonal 
function, psychologic factors and pelvic support, which 
have to be considered prior to pelvic surgery. 

The authors present further evidence of their 
conservative approach by outlining indications, contra- 
indications and alternate forms of therapy for the com- 
mon benign and malignant gynecological conditions 
requiring hysterectomy. Yet, the reader can clearly 
grasp the authors’ preferred therapeutic procedures 
employed at the Vanderbilt University Hospital. 

Miss Helen Lorraine has illustrated beautifully the 
detailed operative technics used by the authors for 
abdominal and vaginal hysterectomies. Intra-operative 
complications and their management are discussed 
with particular reference to urinary tract, bowel and 
vascular damage. 

The results of 1,226 hysterectomies of all varieties 
are presented. In this series there has been no surgical 
mortality. The clinical and pathological conditions 
encountered and the postoperative complications are 
tabulated. 


This monograph is an excellent addition to the 
American Lecture Series. Gynecologists, surgeons and 
general practitioners will find it a concise and useful 
treatise on the problem of hysterectomy. 


Slipped Capital Femoral Epiphysis 


A Monograph in American Lectures in Roentgen 
Diagnosis. By Armin Klein, M.D., Robert J. Joplin, 
M.D., John A. Reidy, M.D., and Joseph Hanelin, 
M.D., Massachusetts General Hospital, Boston, Mas- 
sachusetts. Edited by Aubrey O. Hampton, M.D., 
Chief, Department of Radiology, Garfield Memorial 
Hospital, Washington, D. C. Publication Number 
153. 130 pages with illustrations. Springfield, Illi- 
nois: Charles C. Thomas, Publisher, 1953. Price 
$6.75. 
This is a beautifully illustrated work on slipped 
femoral epiphysis. Actually the descriptive matter is 
extremely brief. The radiographs are superb. 


A review of the normal hips from the age of six 
days to sixteen years, both anterior-posterior and 
lateral, comprises approximately half of the book. 
Written material does review the most significant 
changes present at the various age groups. The method 
of making a diagnosis of slipped femoral epiphysis is 
carefully outlined and adequately illustrated, both 
with line drawings and x-rays. 

The writers’ opinion of proper treatment for the 
slipped capital femoral epiphysis is then outlined, and 
is well illustrated. Postoperative treatment is briefly 
outlined with conclusions regarding the proper meth- 
ods of treatment with respect to slipped capital fe- 
moral epiphysis. Certainly the results presented are 
excellent. 
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Diagnosis and Treatment of the Acute 
Phase of Poliomyelitis and Its Complications 


Edited by Albert G. Bower, M.D. 250 pages, illus- 
trated. Baltimore: The Williams and Wilkins Com- 
pany, 1954. Price $6.50. 

A handbook on the diagnosis and treatment of 
acute poliomyelitis by fourteen experienced physi- 
cians. The theoretical discussion is relegated to a 
minor role while the practical aspects of diagnosing 
and managing a patient with acute poliomyelitis are 
outlined. 


All of the special problems encountered in the care 
of polio patients such as otolaryngologic problems, 
pulmonary complications, tracheotomy, respirator care, 
physical medicine procedures, obstetrical features, 
orthopedic management and the biochemical and elec- 
trolyte changes that occur are considered in detail 
with specific plans for handling each situation. 

The text abounds with excellent descriptive photo- 
graphs and diagrams that serve to emphasize and 
amplify the concepts and procedures. Muscle group 
examination, mechanical aids used in diagnosis and 
therapy and some orthopedic features are especially 
well illustrated. 


This is absolutely the best publication on the diag- 
nosis and treatment of acute polio now available. It 
should prove invaluable to anyone having acute polio 
patients. For those desiring detailed theoretical dis- 
cussion of the immunology and pathogenesis of polio 
other references will have to be consulted. 


Sentence Completion 


A Projective Method for the Study of Personality. 
A Monograph in The Bannerstone Division of 
American Lectures in Psychology. By James Quin- 
ter Holsopple, Division of Clinical Psychology, 
Psychiatry and Neurology Service, Department of 
Medicine and Surgery, Veterans Administration, 
Washington, D. C.; and Florence R. Miale, Graduate 
Faculty of Political and Social Science, The New 
School for Social Research, New York, New York. 
Edited by Molly Harrower, Ph.D., Research and 
Consulting Psychologist, New York, New York. Pub- 
lication Number 230, American Lecture Series. 177 
pages. Springfield, Illinois: Charles C. Thomas, Pub- 
lisher, 1954. Price $5.50. 


This monograph is the result of six years of study 
of psychological dynamics utilizing sentence comple- 
tion as the tool. The records of thirteen patients are 
included in the text to illustrate the salient features 
of this method of investigation. Each patient repre- 
sents a distinct problem or a different phase of some 
psychological pattern. 


The authors seem to believe that by having the 
patient complete sentences, that have been meticu- 
lously and cleverly selected, it is possible to gain 
valuable and significant information about the psycho- 
dynamic structures of the tested. 


Free association technics first introduced by Jung 
and the widely used Rorschach test are believed to 
be complimented by the sentence completion projec- 
tion method. The immediate response is not necessary 
in sentence completion and allows sub-conscious and 
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personality Yorces more time to influence the re- 
sponse of the examinee, while interpretation of data 
requires much less training and experience in the 
sentence completion test. Both of these features should 
be valuable reasons for using this method. Projection 
technics always have one serious objection: the ques- 
tion of interpreter validity. The response of the tester 
to each situation and to the patient, as well as the 
training, clinical judgment and skill of the examiner 
are impossible to measure. As a result the analysis of 
the data is usually subject to wide variation. How- 
ever, within these limitations the sentence completion 
technic does seem to yield some valuable information. 


The major criticism of the monograph is the 
brevity of analysis of data and the lack of discussion 
of psycho-dynamics in many of the case presentations. 
Obvious interpretations will be suggested to the 
reader by the data presented but seem to have been 
ignored by the authors. This is one of the most 
conservative publications available using a projection 
technic and is not too helpful in elucidating the 
interpretation of the material but does present the 
method clearly. 


Pelvic Relaxations and Herniations 


By James M. Wilson, M.D., Assistant Professor of 
Gynecology and Obstetrics, Medical College of South 
Carolina, Charleston, S$. C. Illustrations by Elon 
Henry Clark, Duke University School of Medicine, 
Durham, N. C. 64 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1954. Price $2.75. 


For a quick yet well covered review of the pelvic 
relaxations, this book is one of the best available for 
the student or gynecologist. 

The brief descriptive writings and the well chosen 
illustrations make the principle of repair easy to 
understand. Surgical technic is not discussed but 
rather the indications for surgical repair. 

The drawings used to illustrate the mechanics of 
pelvic relaxation are made with the usual excellence 
of Mr. Elon Clark of Duke University. 


A History of Medicine 


By Ralph H. Major, M.D., Professor of Medicine 
and of the History of Medicine, The University of 
Kansas, School of Medicine, Kansas City, Kan- 
sas. Volumes One and Two. Volume One, 563 pages; 
Volume Two, 1,155 pages; both illustrated. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 1954. 
A two-volume consideration of the history of medi- 
cine prepared for the student and physician who have 
no prior knowledge of this subject. 


The author presents in narrative form the high- 
lights of the history of medicine and the schools of 
thought that have profoundly influenced medical 
thinking. 

The details of prehistoric, primitive Greek, Roman, 
Arabic, medieval, renaissance, and seventeenth century 
medicine are elaborated in the first volume; while the 
second volume contains the historical information on 
the eighteenth, nineteenth and twentieth centuries 
with special emphasis on the genesis and rise of Amer- 
ican medicine. 
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‘his is much more than a compilation of medical 
historical data because the author has most ably inte- 
grated the history, philosophy, and social evolution of 
each era with the changing concepts of medicine. The 
inter-relationships of all these spheres are clearly dem- 
onstrated and the importance of each illustrated. 


Biographical outlines are included of all famous and 
significant medical personages as their contemporary 
periods are discussed. An attempt is made to evaluate 
the influence of many of these men and their contri- 
butions on the trend of medical history and the art 
of medicine as we know it today. A very comprehensive 
bibliography is made available on nearly every his- 
torical figure and important aspect of medicine. 

The illustrations deserve special commendation for 
their quality as well as quantity. Evident care has 
been used to select those which amplify the text and 
add to the reader’s enjoyment. 


These books should provide informative, enjoyable 
reading to all those interested in medicine and his- 
tory, or both. There is no doubt that an adequate 
knowledge of medical history enriches any medical 
experience and presents a unique orientation for the 
practice of medicine. These volumes are recommended 


as enjoyable, profitable reading to all physicians and 
students. 


Diseases of the Skin 


For Practitioners and Students. By George Clinton 
Andrews, M.D., F.A.C.P., Clinical Professor of Der- 
matology, College of Physicians and Surgeons, Co- 
lumbia University; Attending Dermatologist to the 
Presbyterian Hospital. Columbia-Presbyterian Med- 
ical Center, New Ye.. Fourth Edition. 877 pages, 
illustrated. Philadelphi nd London: W. B. Saun- 
ders Company, 1954. Price $13.00. 


A dermatological textbook that has just undergone 
its fourth revision. Much greater emphasis has been 
placed on the histopathology of the skin and many 
new illustrations of skin sections are provided with 
legends that give the important details. The consid- 
erable increase of knowledge in tumors of the skin 
has resulted in complete revision of these chapters. 


This publication presents a comprehensive coverage 
of all the significant and important dermatological 
lesions conventionally considered in volumes of this 
kind. But the author has also managed to combine a 
study of the anatomical and physiological principles 
inherent in cutaneous disorders with the usual em- 
pirical and descriptive approach to these diseases. This 
appears to be the major advantage of this text when 
compared to similar efforts in this field. Any method 
of presenting dermatology that tends to eliminate rote 
and memory as the salient feature in mastery of the 
subject is a most welcome innovation. The logical 
formulation of most of the dermatological problems 
in this book is its greatest contribution. 

These aspects insure the value of this textbook for 
students while its completeness, good organization, and 
adequate index enable the physician to utilize it as a 
ready source of reference for diseases of the skin. 


This new edition appears to be up to date in the 
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evaluation of the recent advances in dermatological 
principles as well as in the use of the newer thera- 
peutic agents and regimes. 


Shoulder Lesions 


By H. F. Moseley, M.A., D.M., M.Ch. (Oxon) (Eng- 
land and Canada), F.A.C.S., Hunterian Professor, 
Royal College of Surgeons of England; Assistant Pro- 
fessor of Surgery, McGill University; Associate Sur- 
geon, Royal Victoria Hospital, Montreal, Canada. 
Second Edition, Revised and Enlarged. 329 pages 
with illustrations. New York: Paul B. Hoeber, Inc., 
1953. Price $12.00. 


Dr. Moseley has prepared a second edition of his 
work on the shoulder, the most beautifully illustrated 
and comprehensive text on shoulder lesions that has 
yet been published. Since the appearance of his first 
edition, which has already become a classic on this 
subject, he has continued his interest in the shoulder 
girdle. 

The chapter on ruptures of the rotator cuff have 
been entirely rewritten, and superb illustrations have 
been added. End result studies and further observa- 
tions have been carried out since the first edition. 
Two new chapters have been added, namely: on frac- 
tures of the shoulder region and a chapter on the 
clavicular articulation. Both these chapters are excel- 
lently written and superbly illustrated. The use of 
cortisone and hydrocortone is adequately presented. 
This, of course, was necessary to bring this volume 
up to date. 


In no volume which has appeared in recent years, 
have the illustrations been so excellent as in this 
volume. The author naturally expresses his own opin- 
ion and presents his own technics with respect to cer- 
tain conditions; however, at no time does he neglect 
the many and varied contributions that have been 
made by other authors about the shoulder girdle. 


The author is to be congratulated, not only in pre- 
senting this excellent work, but also in the many 
additions he has made in bringing the second edition 
of this invaluable volume up to date. 


Comroe’s Arthritis and Allied Conditions 


Edited by Joseph Lee Hollander, A.B., M.D., 
F.A.C.P., Associate Professor of Medicine and Chief 
of Division of Rheumatology, Graduate School of 
Medicine; University of Pennsylvania. Fifth Edition. 
1103 pages with 399 illustrations. Philadelphia: Lea 
and Febiger, 1953. Price $16.00. 


Dr. Joseph Lee Hollander, with the help of his 
many collaborating editors, has ably brought up to date 
Comroe’s well-established textbook on the subject of 
arthritis. This revision, of course, is necessarily com- 
prehensive, because of the marked advances which 
have been made in the treatment of arthritic conditions 
during the past few years, particularly with respect 
to the hormones and the interest which these have 
stimulated in the arthritic field. 


The fourth edition was published four years earlier. 
All of the contributors are men especially interested 
in rheumatic diseases, either internists or orthopedic 
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surgeons. The tremendous volume of material which 
the collaborating editors have gathered during the last 
war is quite evident in this edition. The entire field 
of the rheumatic diseases is covered. Virtually every 
chapter in the book has been rewritten at least in 
part. New chapters have been added on corticotropin, 
cortisone and hydrocortisone, intra-articular injections 
of hydrocortisone, and low back pain and sciatica. 
The chapters on etiology of rheumatoid arthritis, vocal 
infection, endocrine glands, pregnancy and jaundice 
effects, diet and vitamins, nonarticular rheumatism 
(fibrositis and dupuytren’s contracture, have also been 
rewritten completely. Considerable deletions have 
been made from the previous editions; however, the 
absence of this material is not conspicuous and in no 
way detracts from the value of this present volume. 


This excellent presentation on the subject of ar- 
thritis should be a part of the library of every internist 
and orthopedic surgeon. 


Fundamentals of Clinical Orthopedics 


By Peter A. Casagrande, M.D., Orthopedic Depart- 
ment of Buffalo General Hospital, Buffalo Children’s 
Hospital, and the University of Buffalo Medical 
School; Attending Orthopedist at the Chronic Dis- 
ease Research Institute of the University of Buffalo, 
and the Veterans Administration Hospital, Buffalo, 
New York; and Harold M. Frost, Jr., M.D., Ortho- 
pedic Department of Buffalo General Hospital and 
the University of Buffalo Medical School, Buffalo, 
New York. 582 pages with illustrations. New York: 
Grune and Stratton, Inc., 1953. Price $18.50. 


Drs. Casagrande and Frost in this volume offer an- 
other reference on orthopedic surgery. They have at- 
tempted to present in a single volume the essence of 
the literature on the subject. Naturally, in a volume 
of less than 600 pages, which is excellently illustrated, 
some of the descriptions, particularly as to treatment, 
are brief. The authors frankly admit that they have 
tried to present only the fundamentals. This book is 
intended primarily to answer the questions of stu- 
dents and practitioners who are attempting to increase 
their knowledge of medicine and surgery. 


The book is divided into nine sections; each section 
contains many chapters. The first section is on basic 
science, and it is far more comprehensively covered 
than in any of the standard textbooks on orthopedic 
surgery. The section on congenital affections is ade- 
quate. The section on affections of collagen synovia 
and cartilage is necessarily very brief and is more ade- 
quately covered in other sources. The same might be 
said about the section on affections of bones, tumors 
and allied disorders, and the section on affections of 
nerves, muscles and blood vessels. Each of these sec- 
tions, however, is well written. In the section on 
trauma the authors present a more comprehensive 
discussion of treatment of fractures than is found in 
other standard texts which cover the entire field of 
orthopedics. Naturally, the discussion is far more lim- 
ited than one finds in a volume primarily devoted to 
fracture management; and, certainly, the surgical treat- 
ment is mentioned only in a rather cursory manner. 
Section VIII of this work is particularly excellent. Its 
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third chapter Weals with shoes and shoe corrections. 
It is most comprehensive, and its reading is recom- 
mended even to experienced orthopedic surgeons. The 
final section is devoted to regional orthopedics, and 
here again clarity is manifested, though brevity is 
maintained. 


Throughout the work the illustrations, radiographic 
representations and sketches are far above the average. 
As a reference book, this volume has one notable 
drawback. No bibliography is included; this is a seri- 
ous handicap which, in all probability, will be reme- 
died in subsequent editions. 

This is a valuable contribution in the field of ortho- 
pedic surgery. It can be recommended wholeheartedly 
to the general practitioner and beginning student in 
the field. 


Biology of Anopheles Gambiae 


Research in French Africa. By M. H. Holstein, Dr 
es Sc., Maitre de Recherches de l’Office de la Re- 
cherche Scientifique Outre-Mer, Paris. 172 pages, 
illustrated. Geneva, Switzerland: World Health Or- 
ganization, 1954. Price $2.00. 


A study of the principle vector of malaria in trop- 
ical Africa, this monograph has just been published 
in English by the World Health Organization. 


The author attempts to resolve some of the appar- 
ent conflicts present in the literature today on the 
biology of Anopheles gambiae. The methods used are 
described and the data offered for inspection. After 
examination and evaluation of his work and over four 
hundred papers listed in his bibliography Dr. Hol- 
stein concludes that there are two forms of gambiae, 
a zoophilic and an anthropophilic form. He differen- 
tiates these two types on the basis of their maxillary 
index, their tropic preferences, their choice of larval 
breeding places and their habits. 


This very complete study of an insect vector should 
serve to stimulate others working in this field to at- 
tempt to confirm or extend the observations of this 
distinguished investigator. It is hoped that the aspects 
of the biology of the Anopheles elucidated by this 
study will make control of this insect much easier. 

This is a good monograph primarily of impor- 
tance to those interested in the problem of malaria 
and the biology of insects. 


Modern Occupational Medicine 


Edited by A. J. Fleming, M.Sc., M.D., Assistant 
Medical Director, E. I. du Pont de Nemours & Com- 
pany, and C. A. D’Alonzo, M.D., F.A.C.P., Special 
Assistant, Medical Division, E. I. du Pont de Ne- 
mours & Company. Associate Editor, J. A. Zapp, 
Ph.D., Director, Haskell Laboratory for Toxicology 
and Industrial Medicine, E, I. du Pont de Nemours 
& Company. 414 pages, illustrated. Philadelphia: 
Lea & Febiger, 1954. Price $10.00. 


A book compiled and edited by twenty du Pont 
medical and health authorities, the material included 
in it largely reflects the experiences and knowledge 
of this group obtained in many years of practice in 
industrial medicine. 
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The principles of preventive medicine have been 
assiduously applied to occupational medicine to reduce 
the incidence of diseases secondary to various occupa- 
tions and of acute and chronic disabling conditions. 


The text is divided into seven sections: organization 
of an industrial medical plan, the technics of indus- 
trial preventive medicine, the physical environment 
and its relation to occupational health, a consideration 
of the services allied to occupational medicine, psychi- 
atric aspects of occupational health programs, the 
toxicology important in this field and the problem of 
acute poisoning. All of these subjects are amplified and 
considered in detail. It should be emphasized that this 
is a very specialized text that deals only with its an- 
nounced subject matter. Its format makes it particu- 
larly amenable to practical application by the reader. 
It is easily one of the best volumes in this area of 
practice. 

The highly specialized nature of the text delimits 
its usefulness to those with interest in or actively 
engaged in the practice of occupational medicine. The 
information contained within these pages is complete 
as regards its relationship to industrial medicine but 
incomplete as regards its application to entire fields 
such as preventive medicine, public health, and toxi- 
cology. 


Clinical Approach to Jaundice 


By Leon Schiff, M.D., Ph.D., Professor of Clinical 

Medicine, Department of Internal Medicine, Uni- 

versity of Cincinnati College of Medicine. 113 pages, 

illustrated. Springfield, Illinois; Charles C. Thomas, 

Publisher, 1954. Price $3.75. 

A monograph dealing with the differential diagnosis 
of jaundice by one of the national authorities on this 
subject. The information necessary for a correct ap- 
proach to this problem is obtained from: (1) the 
history and physical examination, (2) laboratory tests, 
(3) x-ray examination and (4) needle biopsy of the 
liver. 

Much of the material included in this publication 
represents the experiences and observations of the 
author and as such serves to add luster to the text. 


The amount of information simply presented and 
the numerous illustrations are surprising in a brief 
manuscript. The author carefully explains all signifi- 
cant factors in the clinical history and discusses the 
pathophysiology of the clinical findings. Organ en- 
largements, various patterns of venous distension, an- 
giomata and cutaneous changes are presented. 

The confusion usually attendant upon the welter 
of laboratory tests utilized in investigating the etiology 
of jaundice is dispelled by the detailed evaluation of 
the significance and reliability of every procedure. 

Although x-ray examination is of limited value in 
elucidating the etiology of jaundice Dr. Schiff has 
carefully considered each instance where it may prove 
helpful and has provided good photographs of the 
pertinent x-rays to emphasize the text. 

Long an exponent of needle biopsy of the liver the 
author devotes a great deal of space to discussion of 
the technic, contraindications, and limitations of this 
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tool before describing the benefits that may follow its 
employment. When one considers that diagnostic acu- 
men in the differential diagnosis of jaundice is only 
increased 4 per cent by needle biopsy the value of this 
procedure is open to some question. Not many clini- 
cians have the low mortality rate enjoyed by Dr. Schiff. 


Geriatric Nursing 


By Kathleen Newton, R.N., M.A., Head, Out-Patient 
Nursing Service and Instruction, Cornell University- 
New York Hospital Medical Center, New York. Sec- 
ond Edition. 424 pages, illustrated. St. Louis: The 

C. V. Mosby Company, 1954. Price $4.75. 

This book provides practical usefulness for nurses 
working with older patients in all areas of nursing 
practice. A great deal of emphasis has been placed 
upon out-patient or home nursing of the aged. 

The various sociologic and psychologic aspects pe- 
culiar to geriatrics are considered before any of the 
specific problems are discussed. Especial attention is 
focused upon general hygiene, nutrition and special 
features of supportive care. 

Detailed discussions of nursing in the diseases of 
the gastrointestinal tract, the cardiovascular-renal sys- 
tem, the ear, nose and throat, the chest, in diabetes 
mellitus, in skin disorders, in eye diseases, in neuro- 
logic conditions, in psychiatric problems, in ortho- 
pedics, in urology and in gynecology are thoroughly 
covered, with special reference to each situation as it 
pertains to the aged patient. 

All of the problems unique to this age group are 
evaluated and an intelligent plan for handling them 
is evolved. 

Application of many of the principles stressed in 
this volume would do much to lessen the load upon 
nursing homes and at the same time provide adequate 
care for patients at home. The nursing profession 
should become aware of the information in this pub- 
lication because geriatrics has become a major portion 
of nursing practice and presents special problems. 


Hypoglycemia and the Hypoglycemic Syndrome 


By A. J. Kauvar, M.D., F.A.C.P., Assistant Clinical 

Professor of Medicine, University of Colorado School 

of Medicine; and Martin G. Goldner, M.D., F.A.C.P., 

Clinical Associate Professor of Medicine, State Uni- 

versity of New York, Medical Center at New York. 

67 pages. Springfield, Illinois: Charles C. Thomas, 

Publisher, 1954. Price $3.00. 

One of the more neglected aspects of clinical medi- 
cine receives richly merited attention in this mono- 
graph. The recognition of a hypoglycemic syndrome 
without measurable hypoglycemia at all times, repre- 
sents the understanding of a concept that should open 
the doors to better clinical diagnoses to most physicians. 


The authors discuss all the causes of hypoglycemia 
and then consider in detail the differential diagnosis 
of the hypoglycemic syndrome, They describe sympto- 
matology, laboratory tests, clinical tests and the elec- 
troencephalographic findings usually encountered in 
the variations of this syndrome. They forever lay to 
rest the fallacious thinking that the absolute blood 
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sugar level is an accurate index in diagnosis of this 
clinical entity. Management of the hypoglycemic syn- 
drome is outlined and the most valuable therapeutic 
measures enumerated. 


As one would expect, hyperinsulinism and hypogly- 
cemia associated with diabetes are also investigated as 
to etiology, symptomatology and therapy. This publi- 
cation removes the clinical recognition and manage- 
ment of a clinical syndrome from the chemist and 
physiologist and presents it to the physician where it 
obviously belongs. 


An Introduction to Physics in Nursing 


By Hessel Howard Flittel, R.N., M.A., Assistant 
Professor and Director of Science Instruction, School 
of Nursing, University of Pennsylvania. Second edi- 
tion. 208 pages, illustrated. St. Louis: The C. V. 
Mosby Company, 1954. Price, $3.50. 


This is the second edition of a book written to 
acquaint nurses and nursing students with the funda- 
mentals of physics and their varied applications to 
nursing and medicine. The material is presented 
largely from a nonmathematical viewpoint and appli- 
cation of the principles of physics are drawn from 
hospital situations. 


This present edition has been enlarged to include 
data on radiation and radioisotopes and represents 
the only discussion of this subject aimed at the nurse's 
educational level. 


It is astonishing to see the many basic laws of physics 
being applied in daily nursing. Familiarity with these 
mechanisms can save a great deal of work, time and 
money as well as improve the efficiency of hospital 
personnel. 

The author considers measurements, motion, en- 
ergy, molecules, pressure, heat, wave energy, and elec- 
tricity as the most frequently utilized areas of physics 
in nursing. Consequently he covers these aspects in 
great detail. 


This is a simple, informative manual that should 
prove valuable to nursing students, nurses, nursing 
teachers and hospital administrators. 


Cystic Fibrosis of the Pancreas in Infants and Children 


By Charles D. May, M.D., Professor and Chairman, 

Department of Pediatrics, State University of Iowa, 

Iowa City, Iowa. 93 pages, illustrated. Springfield, 

Illinois: Charles C. Thomas, Publisher, 1954. Price 

$3.00 

This monograph considers cystic fibrosis of the pan- 
creas as a disease entity. The pancreatic and pul- 
monary lesions are described and their pathophysio- 
logical impact is discussed. 


The clinical manifestations of the disorder such as 
the age of onset, meconium ileus, early manifestations, 
complications, and the nutritional state of the patient 
are all evaluated. Methods of diagnosis are outlined 
with detailed description of special technics of duo- 
denal intubation with collection of secretions and 
assaying of proteolytic enzyme activity of the secretions. 
Interpretation of data so obtained is stressed and 
explained. 
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The prevailing concepts of the etiology and patho- 
genesis of cystic fibrosis of the pancreas are discussed 
and possible subclinical variations of this disorder are 
mentioned. The author emphasizes the need for ad- 
ditional research in this field in order to bridge the 
gaps in knowledge that are now very apparent. 


A very detailed program of treatment has been for- 
mulated by Dr. May, consisting of careful attention 
to dietary factors, pancreatin, vitamins, treatment of 
the infectious processes, of cor pulmonale, of meconium 
ileus and supportive therapy so essential in children. 

This is a detailed publication that summarizes the 
available knowledge and data in this disease and 
advances a comprehensive but sensible plan for investi- 
gating and treating the patient. 


Sociology 


By Jessie Bernard, Ph.D., Professor of Sociology, De- 
partment of Sociology, The Pennsylvania State Col- 
lege, and Deborah MacLurg Jensen, R.N., M.A., 
Instructor in Nursing Education and Sociology, De- 
partment of Adult Education, University of Mis- 
souri, Columbia. Fourth Edition. 425 pages. St. 
Louis: The C. V. Mosby Company, 1954. Price $5.00. 


This book is devoted to the study of the major 
sociologic aspects of nursing. Its purpose is to make 
the student nurse aware of the community, community 
influences and community agencies by introducing the 
basic concepts of sociology in the broader setting of 
the community. It is hoped that the publication will 
serve as a textbook in college courses of sociology 
where the student body is composed of those primarily 
interested in health problems. But this does not seem 
feasible because too large a portion of each chapter is 
allotted to the application of sociological principles to 
nursing and the nurse. 


This volume does provide an excellent background 
for the understanding of the community, family, the 
individual, cultural forces, economic factors, educa- 
tional impacts, public health problems, child welfare 
programs, geriatric needs and most of the social prob- 
lems confronting the nation and health agencies today. 


No better textbook exists today in the application 
of sociology to nursing, and familiarity with these 
concepts would do much to restore the art of nursing. 


The Manual of Antibiotics, 1954-1955. 


Preparations, Therapeutic Index, Generic and Trade 

Names, Producers. Prepared under the editorial di- 

rection of Henry Welch, Ph.D. 87 pages. Published 

by Medical Encyclopedia, Inc., New York. Distrib- 

uted by American Pharmaceutical Association (2215 

Constitution Avenue, N.W.), Washington, D. C. 

Price, $2.50. 

The American Pharmaceutical Association sponsors 
this manual prepared by Dr. Welch for the pharma- 
ceutical and medical professions. It is not a textbook 
but rather a convenient manner of listing the prepara- 
tions, therapeutic index, generic and trade names, and 
names and addresses of producers of all existing anti- 
biotics and their preparations. 


The antibiotics are listed in alphabetical order with 
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the active ingredients and the indications for usage. A 
good index can direct the reader to any generic or 
trade name required. 


It is merely a listing of all antibiotics containing 
the necessary drug company information that pharma- 
cists require to dispense medications efficiently and 
correctly. This publication will be of great value to 
pharmacists and of much less interest to physicians 
who can obtain the same information from similar 
volumes listing all medications. 


Liver Injury 


Transactions of the Twelfth Conference, September 

21, 22 and 23, 1953. Edited by F. W. Hoffbauer, 

M.D., Associate Professor, Department of Medicine, 

University of Minnesota Hospitals, Minneapolis, 

Minnesota. 229 pages, illustrated. Packanack Lake, 

New Jersey: The Josiah Macy, Jr. Foundation, 1954. 

Price $4.25. 

As in previous conferences twenty-two of the world’s 
leading authorities and investigators in this field partic- 
ipated in a three-day meeting. The liver and carbo- 
hydrate metabolism, the liver and fat metabolism, 
cardiovascular lesions in choline deficient rats, and 
the liver and protein metabolism, serve as subjects 
for the initial lectures. 

Some of the data presented on hereditary influences 
in diabetes are striking and significant and may 
well point the way to the application of preventive 
medicine technics to this disease in the near future. 

The finding that in rats a sufficient amount of 
choline is necessary to prevent the deposition of fat 
in heart muscle and arterial walls lends additional 
support to the theories of the pathogenesis of athero- 
sclerosis that emphasize the importance of dietary 
factors and metabolic imbalances. 

Much of the material presented is of a highly 
technical nature and it requires familiarity with 
biochemistry to understand and interpret it fully. 
Nevertheless, the average physician will find this re- 
warding reading an those with a special interest 
in this field will be stimulated by many of the 
remarks of the conference. 


The Epilepsies 


Electro-Clinical Correlations. A Monograph in the 
Bannerstone Division of American Lectures in Sur- 
gery. By Henri Gastaut, Professor a la Faculte de 
Medicine ‘de Marseille, Chef du Service d’Electro- 
biologie des Hospitaux. Translated by Mary A. B. 
Brazier, Neurophysiologist, Massachusetts General 
Hospital, Boston. Edited by Michael E. De Bakey, 
M.D., Professor of Surgery and Chairman of the De- 
partment of Surgery, Baylor University College of 
Medicine, Houston, Texas, and R. Glen Spurling, 
M.D., Clinical Professor of Surgery, University of 
Louisville, Louisville, Kentucky. Neurosurgery Divi- 
sion Editor, Barnes Woodhall, M.D., Professor of 
Neurosurgery, Duke Hospital, Durham, North Car- 
olina. Publication Number 204, American Lecture 
Series. 149 pages, illustrated. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1954. Price, $4.75. 
In this monograph an attempt is made to answer 
the primary question of the great Hughlings Jackson 
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about epilepsy, namely: “Where is the lesion permit- 
ting occasional excessive discharge?” The author is 
able to do this most frequently by correlating clinical 
data with electrophysiologic data and has made this 
facility available to all who read this publication. 


A firm foundation for understanding this problem 
is afforded by the discussions of electroclinical and 
clinical analysis and classifications of convulsive dis- 
orders. This is subsequently clarified even more by 
coordinating the physiological interpretations of epi- 
leptic symptoms with studies of the etiologic and 
anatomic factors significant in the production of epi- 
lepsy. Throughout this volume the author frequently 
resorts to the use of hyperventilation, photic stimula- 
lation, and metrazol to provoke seizures and thus make 
more precise studies in an effort to determine the 
location of the focus responsible for producing the 
disease. In this manner the diagnostic acumen of 
Dr. Gastaut has been sharpened and he is able to 
ascribe an anatomical location to many clinical symp- 
toms. In accomplishing this he has contributed very 
significantly to the advancement of clinical neurology. 


The text is concluded with a summary of the clin- 
ical and laboratory features necessary to diagnose epi- 


lepsy and an outline of therapy for each convulsive 
disorder. 


This is a superb monograph that will add under- 
standing to the armamentarium of all those diagnosing 
and treating epilepsy. 


Clinical Aspects of the Autonomic Nervous System 


By L. A. Gillilan, Ph.D., M.D., Associate Professor 
of Anatomy, Graduate School of Medicine, Univer- 
sity of Pennsylvania, Philadelphia. First Edition. 
316 pages, 42 illustrations. Boston and Toronto: 
Little, Brown and Company, 1954. Price $6.50. 


This timely volume explains the function of the 
autonomic nervous system and in so doing integrates 
with the other portions of the nervous system and 
explains many. of the clinical phenomena now related 
to psychosomatic medicine. 


The first half of the text is concerned with the 
anatomy of the autonomic nervous system and con- 
siders in detail the relationships of the cerebral 
centers and the autonomic nervous system, anatomy 
of the peripheral autonomic system, central autonomic 
pathways, autonomic innervation of structures in the 
head region and a study of visceral sensation and 
embryology of the autonomic nervous system. This 
section provides an excellent background for the 
subsequent clinical applications. The only possible 
criticism of this part of the book is that a large 
amount of the text is devoted purely to descriptive 
anatomy. 


The second part of the text is of invaluable aid 
to all clinicians who delight in explaining symptoma- 
tology. The autonomic innervation of the various 
organ systems is outlined and salient clinical applica- 
tions made to all major problems. 


Signs and symptoms referable to the cardiovascular 
system, the respiratory tract, glands, the digestive 
system, the urogenital system, and visceral pain from 
the abdomen and pelvis are discussed and illustrated. 


ow “ 
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In clarifying many mechanisms of symptoms and 
functional complaints, the author has extended a 
helping hand to many harrassed physicians. 


Textbook of Medicine 


By Various Authors. Edited by Sir John Conybeare, 

K.B.E., M.C., D.M. (Oxon.), F.R.C.P., Physician to 

Guy's Hospital, London, and W. N. Mann, M.D. 

(Lond.), F.R.C.P., Physician to Guy’s Hospital, Lon- 

don. Eleventh Edition. 904 pages, illustrated. Balti- 

more: The Williams & Wilkins Company, 1954. 

Price $8.00. 

The eleventh edition has been slightly enlarged 
and moderately revised. It is very difficult to com- 
pare this volume with American books covering the 
same field because the aims of the British authors 
are not similar to those expressed by writers in this 
country. 

The announced purpose of this book is to provide 
within as small a space and scope, and at as low 
a price as possible, the essentials of medicine without 
producing anything in the nature of a synopsis. The 
essential information necessary to understand and 
practice medicine is certainly contained within these 
pages with minimum attention to detail and _illus- 
tration. Anything that can be presented or taught 
better at the bedside is de-emphasized in this pub- 
lication. Procedures such as nerve blocks and lumbar 
punctures are not described. 


Much of the methodology of treatment and many 
pharmaceutical preparations utilized are at some 
variance with therapeutic programs suggested by 
American textbooks. This may or may not be ad- 
vantageous to the medical student in this country. 

This is a good book if one is interested primarily 
in becoming acquainted with the essentials of medi- 
cine. It is not well illustrated and is a relatively 
poor reference book when compared to the larger 
more detailed American publications. 


The Practice of Sanitation 


By Edward Scott Hopkins, Principal Associate En- 
gineer, Bureau Water Supply, Baltimore, Maryland; 
and Wilmer Henry Schulze, Director, Sanitary Sec- 
tion, Baltimore City Health Department. Second 
Edition. 466 pages, illustrated. Baltimore: The Wil- 
liams & Wilkins Company, 1954. Price $8.00. 
This text is developed as a guide in environmental 
sanitation procedures for the training of physicians 
seeking to become health officers, nurses, sanitarians 
and students in sanitary engineering. 


The fundamental concepts of sanitation are briefly 
outlined and a plan for administration of sanitation 
programs suggested. 


All of the significant features of sanitation work 
are considered in detail with numerous excellent il- 
lustrations. Basic problems such as principles of hy- 
drogen ion concentration, principles of disinfection, 
food sanitation, sanitation of eating places, milk and 
milk products, public water supplies, rural water 
supplies, refuse disposal, sewage disposal, stream pol- 
Intion, air pollution, ventilation, housing, camps, 
motor courts, swimming pools, insect control, and 
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rodent control receive individual attention and evalua- 
tion. 

Although brevity is a keynote of this volume, it 
is complete and all aspects of sanitation practice 
receive adequate appraisal and coverage. 


Nervousness, Indigestion and Pain 


By Walter C. Alvarez, M.D., Emeritus Professor of 
Medicine, University of Minnesota (Mayo Founda- 
tion) Emeritus Consultant in the Division of Medi- 
cine, The Mayo Clinic. Popular Edition. 235 pages. 
New York: Harper & Brothers, Publishers, 1954. 
Price $3.50. 

This book, written simply, carefully avoiding tech- 
nical and medical phraseology, is understandable to 
laymen and will appeal to patients and physicians. 
The publication is designed to provide detailed in- 
formation to patients about their gastrointestinal com- 
plaints and help them understand the complexities 
of functional abdominal symptoms. At the same time, 
it offers to the physician methods of diagnosing and 
managing these patients. 

The effects of emotion upon the digestive tract 
are outlined and the history, physical, and final 
evaluation of the patient with these disturbances 
is presented. Dr. Alvarez then considers the handling 
of the nervous patient and formulates therapeutic 
plans for all situations and disorders. 

Some of the entities considered in detail are chronic 
dyspepsia, menopausal patients, irritable bowel, 
mucus or spastic colitis, food allergy, flatulence, 
pseudo ulcer, headache, so-called chronic appendicitis, 
nervous vomiting, gastritis, diarrhea, constipation, and 
many miscellaneous symptoms. 

This publication is not a scientific treatise but 
represents a more urgently needed writing because 
it contributes to the art of medicine. Although this 
volume was designed to be readable by laymen, it 
provides a sound working basis for supporting and 
handling 70 to 80 per cent of the patients seen in 
the office practice of internal medicine. 


Factors Affecting the Costs of Hospital Care 


Financing Hospital Care in the United States. Edited 
by John H. Hayes. Volume 1. 300 pages. New York: 
The Blakiston Company, Inc. (A Division of Nel- 
son Doubleday, Inc.), 1954. Price $4.00. 

This book attempts to study the costs of providing 
adequate hospital care. 

The services offered by hospitals today are enumer- 
ated and the rise in operating expenses is outlined 
and contrasted with the changing sources and amounts 
of hospital income available today. 

The major hospital deficits and their significance 
and the most important variations in costs of hos- 
pital care are also discussed. 

Integration of services among community hospitals, 
stabilization of the work load, maximum utilization 
of personnel and a feasible hospital budget are all 
considered as means of decreasing hospital care costs. 

This is a book that will be welcomed by hospital 
administrators as a signpost to more efficient hos- 
pital operation. 
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Administrative Medicine 


Transactions of the Second Conference, December 
8, 9 and 10, 1953, Princeton, New Jersey. Edited 
by George S. Stevenson, M.D., National and Inter- 
national Consultant, National Association for Men- 
tal Health, New York, New York. 164 pages. Packa- 
nack Lake, New Jersey: Josiah Macy, Jr. Founda- 
tion, 1954. Price $3.00. 

In the second conference on administrative medi- 
cine sponsored by the Josiah Macy, Jr. Foundation, 
a varied program was presented. It included con- 
sideration of major components of administrative 
medicine, home-care programs, and the health services 
of the department of health for Scotland. 

It was decided that the personal qualifications of 
the administrator should embody the ability to be a 
good mixer, have a sense of humor and a sense of 
proportion, enthusiasm for his job, a special kind 
of motivation, the capacity for vision, and a profound 
sense of responsibility. In addition, he must have the 
best training to enable him to do his job more 
effectively, a knowledge of the problems with which 
he is dealing, a capacity for realizing when he should 
seek advice and the ability to organize and the 
judgment to administer. 

Various methods were discussed for the selection 
of administrators and some attempt was made to 
define the role of the non-medical man in medical 
administration. 


Professional Adjustments 


By Sister Mary Isidore Lennon, R.S.M., R.N., BS., 
M.A., M.S.W., Director of St. John’s Hospital School 
of Nursing, 1939-1945; Director of Social Service 
Department, St. John’s Hospital, St. Louis; Con- 
sultant in Nursing Education, St. Louis Province, 
Sisters of Mercy of the Union in the United States. 
Third Edition. 381 pages. St. Louis: The C. V. 
Mosby Company, 1954. Price $4.75. 


A volume stressing the nontechnical phases of the 
nurse's training. This publication attempts to define 
the boundaries of daily living for the student nurse 
as regards discipline, religious life, personal appear- 
ance, conversation, behavior in the hospital, nurses 
home, and socially, legal responsibility, duties to 
society, how to choose a field of work and adjust to 
it, and all aspects of interpersonal relationships en- 
countered by nurses. 


The manner of presentation is dogmatic. The au- 
thor, a Catholic, emphasizes the religious differences 
existing between Catholic and Protestant nurses. 


The Adaptive Chin 


A Monograph in American Lectures in Anatomy. 
By E. Lloyd DuBrul, M.S., D.DS., Assistant Pro- 
fessor in Charge of Oral Anatomy, College of 
Dentistry, University of Illinois, Chicago; and Harry 
Sicher, M.D., D.Sc., Professor of Anatomy and Head 
of Department Loyola University School of Den- 
tistry, Chicago. Publication Number 180, American 
Lecture Series. 97 pages with illustrations. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 1953. 
Price $3.50. 
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A detailed consideration of one portion of physical 
anthropology is presented in this monograph. 

The evolutionary development of the jaw of modern 
man is traced and the influences responsible for the 
major adaptations are discussed. 

Strict anatomical description comprises a major 
portion of this somewhat wordy text and it is doubt- 
ful that it will interest anyone but those studying 
changes in the jaw. Although the material presented 
is up to date and well organized all of it can be 
conveniently found in the more recent textbooks of 
physical ‘anthropology. The text and illustrations are 
extremely well done. 


Overeating, Overweight and Obesity 


Proceedings of the Nutrition Symposium held at 

the Harvard School of Public Health, Boston, Massa- 

chusetts, October 29, 1952. Edited by Robert S. 

Goodhart, M.D. Number 6. 151 pages. New York: 

The National Vitamin Foundation, Incorporated, 

1953. Price $1.50. 

This publication contains some of the most in- 
teresting and thought provoking words written on 
obesity. It is the result of the nutrition symposium 
held at Harvard by a most able and distinguished 
group of authorities in this field. 

Formal presentations of selected topics were fol- 
lowed by stimulating group discussions and empha- 
sized the value of pooling information. 

Topics considered included: lipogenesis, obesity 
measurement and the composition of the body, physiol- 
ogy of appetite, the psychology of overeating, factors 
in human obesity, obesity, red light of health, fat 
people who lose weight live longer, practical reducing 
regimens for the cure of obesity, and nutrition in 
liver disease. 

From the foregoing titles it is obvious that the con- 
ference was informal, timely and a vehicle for the 
dissemination of considerable information. 


Protozoology 


By Richard R. Kudo, D.Sc., Professor of Zoology. 
The University of Illinois, Urbana, Illinois. 
Fourth Edition. 966 pages, illustrated. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1954. 

The fourth edition of this book maintains its orig- 
inal aim in setting forth introductory information on 
the common and representative genera of all groups of 
both free-living and parasitic protozoa. References are 
provided at the end of each chapter for those desiring 
more detailed information. 


The first several hundred pages are devoted to a 
review of general biology and outline the essential 
material in ecology, morphology, physiology, reproduc- 
tion and variation and heredity of the protozooites. 


Subsequent chapters utilize this foundation in com- 
prehensive and detailed discussions of the phylum, 
sub-phylum, class, subclass, and other of the various 
groups under phylum protozoa. This treatise classifies 
the material and provides fundamental laboratory 
data necessary in cultivating and recognizing the or- 
ganisms. It should be of value to parasitologists and 
biologists. 
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Surgery of the Heart. 
(Med.), L.L.D. 
fessor and Head of the Department of Thoracic Surgery, 
Hahnemann Medical College and Hospital, Philadelphia, Pa.; 
Director of Thoracic Surgery, Deborah Sanatorium, Browns 
Mills, N. J.; and Director, Bailey Thoracic Clinic, Philadelphia, 


By Charles P. Bailey, M.D., M.Sc. 
(Hon.), F.A.C.S., F.C.C.P., F.I1. Pro- 


Pa. Thoracic Surgeon: Doctors Hospital, Inc., Philadelphia; 
Abington Memorial Hospital, Abington, Pa.; Philadelphia 
General Hospital, Philadelphia; United States Veterans Hos- 
pital, Philadelphia, Pa. Five contributors. 1,062 pages, illus- 
trated. Philadelphia: Lea & Febiger, 1955. Price $25.00. 


A Textbook of Neurology. By H. Houston Merritt, M.D., 
Professor of Neurology, Columbia University; Director of the 
Service of Neurology, Neurological Institute, Presbyterian 
Hospital; Consultant Neurologist, Montefiore Hospital, New 
York. 746 pages, illustrated. Philadelphia: Lee & Febiger, 
1955. Price $12.50. 


Diabetes Mellitus. Objectives and Methods of Treatment. A 
Monograph in American Lectures in Endocrinology. By 
Henry T. Ricketts, M.D., Professor of Medicine, University 
of Chicago, The School of Medicine, Chicago, Illinois. Edited 
by Willard O, Thompson, M.D., Clinical Professor of Medi- 
cine, University of Illinois College of Medicine, Chicago, 
Illinois. Publication Number 241, American Lecture Series. 
123 pages. Springfield, Illinois: Charles C. Thomas, Pub- 
lisher, 1954. Price $3.25. 


Vaginal Hysterectomy. Indications, Technique and Compli- 
cations. A Monograph in The Bannerstone Division of Ameri- 
can Lectures in Gynecology and Obstetrics. By Laman A. 
Gray, A.B., M.D., F.A.C.S., Associate Professor, Obstetrics 
and Gynecology, University of Louisville, School of Medicine, 
Louisville, Kentucky; and Area Consultant Gynecologist, Vet- 
erans Administration. Edited by E. C. Hamblen, B.S., M.D., 
F.A.C.S., Professor of Endocrinology, Associate Professor of 
Obstetrics and Gynecology, Duke University School of Medi- 
cine, Durham, North Carolina. Publication Number 238, 
American Lecture Series. 137 pages, illustrated. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1954. Price $4.75. 


Hemorrhage of Late Pregnancy. A Monograph in The Ban- 
nerstone Division of American Lectures in Gynecology and 
Obstetrics. By John S. Fish, M.D., F.A.C.S., Instructor, De- 
partment of Obstetrics and Gynecology, Emory University 
School of Medicine; and Visiting Obstetrician, Grady Memorial 
Hospital and Georgia Baptist Hospital, Atlanta. Edited by 
E. C, Hamblen, B.S., M.D., F.A.C.S., Professor of Endocri- 
nology, Associate Professor of Obstetrics and Gynecology, 
Duke University School of Medicine, Chief of the Division 
of Endocrinology, and Endocrinologist, Duke Hospital, Dur- 
ham, North Carolina. Publication Number 225, American 
Lecture Series. 180 pages, illustrated. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1954. Price $5.50. 


Practical Management of Disorders of the Liver, Pancreas, 6 
Biliary Tract. By John Russell Twiss, M.D F.A.C.P 
Assistant Professor of Clinical Medicine, New York University 
Post-Graduate Medical School; Attending Physician, University 
Hospital; Assistant Visiting Physician, Fourth Medical Divi- 
sion, Bellevue Hospital; and Elliot Oppenheim, M.D., F.A.C.P., 
Assistant Professor of Clinical Medicine, New York University 
Post-Graduate Medical School; Asseciate Attending Physician, 
University Hospital; Assistant Visiting Physician, Fourth Medi- 
cal Division, Bellevue Hospital. 653 pages, illustrated. Phila- 
delphia: Lea & Febiger, 1955. Price $15.00 


Pulmonary Diseases. Edited by Roscoe L. Pullen, A.B., M.D., 
F.A.C.P., Professor of Medicine and Dean, University of 
Missouri School of Medicine, Columbia, Missouri; Consultant 
to the Surgeon General, Department of the Army, Washing- 
ton, D. C. Twenty contributors. 669 pages, illustrated. 
Philadelphia: Lea & Febiger, 1955. Price $15.00 


Planning Florida’s Health Leadership. Florida’s Hospitals and 
Nurses. By John M. Maclachlan, Ph.D., Head of the De- 
partment of Sociology and Anthropology, University of 
Florida, Gainesville. Edited by Louis J. Maloof. Medical 
Center Study Series. 122 pages, with tables. Gainesville, 
Florida: University of Florida Press, 1954. Price $1.50. 


Viral and Rickettsial Diseases of the Skin, Eye and Mucous 
Membranes of Man. By Harvey Blank, ’M.D., Squibb In- 
stitute for Medical Research, Columbia University, University 
of Pennsylvania; and Geoffrey Rake, M.B., B.S., University 
of Pennsylvania, Wistar Institute of Anatomy and Biology, 
Squibb Institute for Medical Research. With a Foreword by 
Donald M. Pillsbury, M.D., University of Pennsylvania. First 
Edition. 285 pages, illustrated. Boston: Little, Brown & 
Company, 1955. Price $8.50. 


Regional Allergy of the United States, Canada, Mexico and 
Cuba. A Symposium of Thirty-nine Contributors. A Mono- 
graph in The Bannerstone Division of American Lectures in 
Allergy. Edited by Max Samter, M.D., Chief, Allergy Clinic, 
Research and Educational Hospitals, University of Illinois; 
Associate Professor of Medicine, University of Illinois College 
of Medicine, Chicago, Illinois; and Oren C. Durham, Lecturer 
in Allergy, with Rank of Assistant Professor, University of 
Illinois College of Medicine, Chicago; Chief Botanist, Abbott 
Laboratories, North Chicago, Illinois. Publication Number 224, 
American Lecture Series. 395 pages, illustrated. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1955. Price $8.50. 


Correlative Neurosurgery. By Edgar A. Kahn, Robert C. 
Bassett, Richard C. Schneider, and Elizabeth C. Crosby, all 
from the Department of Surgery, Section of Neurosurgery, 
University of Michigan Medical School. Also various con- 
tributors. With a Foreword by Kenneth G. McKenzie, M.B., 
Toronto, F.R.C.S. (C), Consulting Senior Surgeon to the 
Toronto General Hospital and recently in Charge of the 
Division of Neurosurgery in the Toronto General Hospital. 
413 pages, illustrated. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1955. Price $19.50. 


Normal Labor. A Monograph in American oy in 
Gynecology and Obstetrics. By LeRoy A. Calkins, M.D., Ph.D. 
Professor and Head of the Department of Obstetrics and 
Gynecology, University of Kansas Medical Center, Kansas City, 
Kansas. Edited by Hamblen, B.S., M A, 

Professor of Endocrinology, Associate Professor of Obstetrics 
and Gynec. logy, Duke University School of Medicine; Chief 
of the Division of Endocrinology and Endocrinologist, Duke 
Hospital, Durham, North Carolina. Publication Number 246, 
American Lecture Series. 128 pages, illustrated. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1955. Price $4.00. 


Diseases Transmitted from Animals to Man. By Thomas G. 
Hull, Ph.D., Secretary, Council on Scientific Assembly; Di- 
rector, Bureau of Exhibits, American Medical Association. 
Various contributors. Fourth Edition. 717 pages, illustrated. 
Springfield, Illinois: Charles C. Thomas, Publisher, 1955. 
Price $12.50. 


Diseases Affecting the Vulva. By Elizabeth Hunt, B.A., 
M.D., Ch.B. (Liverp.), Honorary Consultant Dermatologist, 
South London Hospital for Women; Honorary Consultant 
Dermatologist, New Sussex Hospital for Women and Children, 
Brighton. Fourth Edition, Revised. 236 pages, illustrated. 
St. Louis: The C. V. Mosby Company, 1954. Price $9.00. 


Animal Agents and Vectors of Human Diseases. By Ernest 
Carroll Faust, M.A., Ph.D., The William Vincent Professor 
of Tropical Diseases and Hygiene and Head, Division of 
Parasitology, Department of Tropical Medicine and Public 
Health, Tulane University of Louisiana, New Orleans; Con- 
sultant, Armed Forces Institute of Pathology; and Consultant, 
U. S. Public Health Service. 660 pages, illustrated. Philadel- 
phia: Lea & Febiger, 1955. Price $9.75. 


The Physiological Basis of Medical Practice. A Text in Ap- 
plied Physiology. By Charles Herbert Best, C.B.E., 

M.D., D.Sc. (Lond.), F.R.S., F.R.C.P. (Canada), Professor 
and Head of Department of Physiology, Director of the 
Banting-Best Department of Medical Research, University 
of Toronto; and Norman Burke Taylor, V.D., M.D., F.R.S. 
(Canada), F.R.C.S. (Edin.), F.R.C.P. (Canada), M.R.CS. 
(Eng.), L.R.C.F. (Lon.), Professor of the History of Medi- 
cine and Medical Literature, University of Western Ontario, 
London, Canada. Sixth Edition. 1,357 pages, illustrated. Bal- 
timore: The Williams & Wilkins Company, 1955. Price $12.00. 


Clinical Neurosurgery. Proceedings of the Congress of Neuro- 
logical Surgeons, New Orleans, La. By various contributors. 
Volume 1. 201 pages, illustrated. Baltimore: The Williams 
& Wilkins Company, 1955. Price $8.00. 


The Human Brain in Sagittal Section. A Monograph in 
American Lectures in Anatomy. By Marcus Singer, Ph.D., 
Professor of Zoology, Cornell University, Ithaca, New York; 
and Paul Yakovlev, M.D., Assistant Clinical Professor, 
Department of Neurology, Harvard Medical School, Boston. 
Edited by Otto F. Kampmeier, Ph.D., Head of Depart- 
ment of Anatomy, School of Medicine, College of Medical 
Evangelists, Loma Linda, California. Publication Number 228, 
American Lecture Series. 81 pages, illustrated. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1954. Price non-flexible 
binding $7.75, flexible binding $6.25. 


Standard Values in Nutrition and Metabolism. The second 
fascicle of a Handbook of Biological Data. Edited by Errett 
C. Albritton, A.B., M.D., Fry Professer of Physiology, The 
nder the Direction 


George Washington University. Prepare 
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of the Committee on the Handbook of Biological Data, 
American Institute of Biological Sciences, The National Re- 
search Council, 380 pages. Philadelphia and London: W. B. 
Saunders Company, 1954. Price $6.50. 


Pediatric Diagnosis. By Morris Green, M.D., Assistant Pro- 
fessor of Pediatrics, Yale University School of Medicine; and 
Julius B. Richmond, M.D., Professor and Chairman of the 
Department of Pediatrics, State University of New York 
College of Medicine, Svracuse. 436 pages. Philadelphia and 
London: W. B. Saunders Company, 1954. Price $10.00. 


The History and Conquest of Common Diseases. By various 
authors, Edited by Walter R. Bett, M.R.C.S., L.R.C.P., 
F.R.S.L., F.S.A. Scot., Research Librarian of the National 
Association for the Prevention of Tuberculosis in London and 
the author of several notable works, including Osler: The 
Man and His Legend and The Infirmities of Genius. 334 
pages. Norman, Oklahoma: University of Oklahoma Press, 
1954. Price $4.00. 


Diagnostic Laboratory Hematology. By George F. Cartwright, 
M.D., Associate Professor of Medicine, College of Medicine, 
University of Utah, Salt Lake Citv, Utah. 104 pages, illus- 
trated. New York: Grune & Stratton, Inc., 1954. Price $3.00. 


Prerequisites of Good Teaching and Other Essays. By Ernest 
Sachs, Research Associate, Surgery and Medical History, Yale 
University. 118 pages. Hamden, Connecticut: The Shoe String 
Press, 1954. Price $2.50. 


deta Geneticae Medicae et Gemellologiae. Rivista Internazion- 
ale Quadrimestrale di Genetica Medica e di Gemellologia. 
Organo Ufficiale Della Societa Italiana Di Genetica Medica. 
Direttore, Luigi Gedda, Roma. 371 pages, illustrated. Rome, 
Italy: Edizioni Orizzonte Medico (Via Conciliazione, 4d Roma). 


Genetica Medica. By Luigi Gedda, Direttore: Professor of In- 
stituto Di Genetica Medica F, Rome. 467 pages, illustrated. 
Rome: Instituto Di Gnetica Medica E. 


Hernia, The Pathologic Anatomy of the More Common Her- 
nias and Their Anatomic Repair. A Monograph in Pictorial 
Surgical Techniques Series. By Chester B. McVay, M.D., Ph.D., 
Clinical Professor of Surgery and Associate Professor of 
Anatomy, The University of South Dakota School of Medical 
Sciences; Surgeon, The Yankton Clinic, Yankton, South Da- 
kota. Edited by Alton Ochsner, M.D., The William Henderson 
Professor and Chairman of the Department of Surgery, 
Tulane University of Louisiana School of Medicine, New Or- 
leans. First Edition. 40 pages, illustrated. Springfield, Illi- 
nois: Charles C. Thomas, Publisher, 1954. Price $4.75. 


Cardiac Anomalies. A Clinicopathologic Correlation. By Vin- 
vent Moragues, M.D., Associate Professor of Pathology, Creigh- 
ton University School of Medicine; Associate Pathologist, 
Creighton Memorial St. Joseph's Hospital, Omaha, Nebraska: 
and Chester P. Lynxwiler, M.D., Assistant Professor of Pediat- 
rics, St. Louis University School of Medicine, St. Louis; Di- 
rector, Pedriatric Heart Clinic, Firmin Desloge Hospital, St. 
Louis. 92 pages, illustrated. Baltimore: The Williams & 
Wilkins Company, 1954. Price $6.50. 


Emotional Problems and What You Can Do About Them. 
First Aid to Wiser Living. By William B. Terhune, M.D., 
Medical Director, Silver Hill Foundation, New Canaan, Con- 
necticut; Associate Clinical Professor of Psychiatry, Yale School 
of Medicine. 190 pages. New York: William Morrow and 
Company, Inc., 1955. Price $3.00. 


Ciba Foundation Symposium on the Kidney. Arranged jointly 
with the Renal Association. Editor for the Renal Association, 
A. G. Lewis, B.Sc., M.D., M.R.C.P.; Editor for the Ciba 
Foundation, G, E. W. Wolstenholme, O.B.E., M.A., M.B., 
B.Ch. Assisted by Joan Etherington. 333 pages, illustrated. 
Boston: Little, Brown and Company, 1954. Price $6.75. 


Public Relations in Medical Practice. By James E. Bryan, Ad- 
ministrator, Medical Surgical Plan of New Jersey. Foreword by 
Louis H. Bauer, M.D., F.A.C.P., Secretary-General, The World 
Medical Association, Chairman of the Board, United Medical 
Service of New York; President, American Medical Education 
Foundation. 301 pages. Baltimore: The Williams & Wilkins 
Company, 1954. Price $5.00. 


Bilharzia Snail Vector Identification and Classification. (Equa- 
torial and South Africa). Report of a Study-Group. World 
Health Organization Technical Report Series No. 90. 22 pages. 
Geneva, Switzerland: World Health Organization (Division 
of Editorial and Reference Services) Palais des Nations, 1954. 
Price $0.25. 


Expert Committee on Nursing. Third Report. World Health 
Organization Technical Report Series No. 91. 28 pages. Geneva, 
Switzerland: World Health Organization (Division of Editorial 
and Reference Services) Palais des Nations, 1954. Price $0.25. 
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The Year Book of Drug Therapy. (1954-1955 Year Book 
Series). Edited by Harry Beckman, M.D., Director, Departments 
of Pharmacology, Marquette University Schools of Medicine 
and Dentistry; Consulting Physician, Milwaukee County Gen- 
eral and Columbia Hospitals, Milwaukee, Wisconsin. 592 
pages, illustrated. Chicago: Year Book Publishers, Inc., 1955. 
Price $6.00. 


Reproductive System. The Ciba Collection of Medical Ilustra- 
tions. A compilation of Paintings on the Normal and Patho- 
logic Anatomy of the Reproductive System. Prepared by Frank 
H. Netter, M.D. Fdited by Ernst Oppenheimer, M.D. Fore- 
word by John Rock, M.D., Clinical Professor of Gynecology, 
Harvard Medical School. 286 pages, illustrated. Summit, New 
Jersey: Ciba Pharmaceutical Products, Inc., 1954. Price $6.00. 


Hypertension. Humoral and Neurogenic Factors. Ciba Foun- 
dation Symposium. Fditors: G. E. W. Wolstenholme, O.B.F., 
M.A., M.B., B. Ch.; and Margaret P. Cameron, M.A., 
A.B.L.S.; 294 pages, illustrated. Boston: Little, Brown and 
Company, 1954. Price $6.75. 


Adrenal Cortex. Transactions of the Fifth Conference, No- 
vember 4, 5 and 6, 1953, Princeton, New Jersey. Edited by 
Flaine P. Ralli, M.D., Associate Professor of Medicine, New 
York University College of Medicine, New York, New York. 
187 pages, illustrated. Packanack Lake, New Jersey: Josiah 
Macy, Jr. Foundation Publications, 1954. Price $3.75. 


Connective Tissues. Transactions of the Fifth Conference, 
February 8, 9, and 10, 1954, Princeton, New Jersey. Edited 
by Charles Ragan, M.D., Associate Professor of Medicine, 
Columbia University College of Physicians and Surgeons, New 
York, New York. 222 pages, illustrated. Packanack Lake, New 
—" Josiah Macy, Jr. Foundation Publications, 1954. Price 
$4.25. 


Medical Greek and Latin at a Glance. By Walter R. Agard, 

B. Litt. (Oxon.), Professor of Classics, University of Wiscon- 

sin: and Herbert M. Howe, Ph.D., Associate Professor of 

Classics, University of Wisconsin. Third Edition, completely 

revised and reset. 96 pages. New York: Paul B. Hoeber, Inc., 

Medical Book Department of Harper & Brothers, 1955. Price 
85. 
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District 7 of the American Academy of Obstetrics 
and Gynecology will hold its Interim Annual Meeting 
in Birmingham, Tutwiler Hotel, March 18-19. The 
following states compose District 7: Alabama, Arkan- 
sas, Louisiana, Mississippi, Missouri, Oklahoma, ‘Ten- 
nessee, Texas and Kansas. Dr. Willis E. Brown, Little 
Rock, Arkansas, is chairman of District 7. An historical 
exhibit on the life of Dr. J. Marion Sims has been 
prepared especially for this meeting by the Library 
staff of the Medical College of Alabama. 

Medical Association of the State of Alabama’ will 
hold its next annual meeting in) Montgomery, April 
21-23, under the presidency of Dr. Joseph M. Donald, 
Birmingham. 


Dr. J. J. Durrett, who has been dean of the Medical 
College of Alabama, Birmingham, since 1951, is con- 
sultant to the University of Alabama President, Dr. 
0. C. Carmichael on medical center development, and 
will devote full time to expediting immediate plans 
for a $2,119,000 nurses home and library, $1,823,000 
new out-patient building, other physical facilities and 
in the development of a plan for statewide provisions 
of indigent care. 

Dr. Robert C. Berson has been appointed new 
dean of the Medical College of Alabama, Birmingham, 
and the newly created post Vice-President In Charge 
of Medical Affairs at the University of Alabama. Dr. 
Berson was formerly assistant dean of Vanderbilt 
University School of Medicine, Nashville, Tennessee, 
a position he has held since 1951. 

Dr. Gilbert F. Douglas, Sr., Birmingham, has been 
appointed chairman of the Jefferson County Advisory 
Committee of the American Cancer Society by Dr. John 
Day Peake, Mobile, chairman of the state executive 
committee of ACS. Other physicians who are mem- 
bers of the advisory committee are Drs. John L. Car- 
michael, J. A. Cunningham, George A. Denison, 
James O. Foley, Howard L. Holley, Thomas O. Paul, 
Paul G. Reque and L. E. Sorrell. 

Division of Mental Hygiene, Alabama Department of 
Health, has opened a new Mental Health Clinic tn 
Montgomery, which will serve Montgomery and_ sur- 
rounding counties. 

Dr. Joseph K. Cline (Ph.D.), Birmingham, has been 
elected treasurer of the Southern Society of Cancer 
Cytology. 

The sum of $1,230,000 has been asked for by the 
state Legislature to get the million dollar psychiatry 
and neurology teaching program started which will 
cover the state. Dr. Elmer L. Caveny, Washington, 
D. C., chief of the Navy Department’s neuropsychiatry 
branch of the Bureau of Medicine and Surgery, who 
joined the faculty of the Medical College of Alabama, 
Birmingham, on January 1, will direct the teaching 
program. Former Medical College divisions of psychia- 
try and neurology will be combined, with Dr. Caveny 
as chairman of the department. Dr. Frank Kay, who 
headed the division of psychiatry, and Dr. Wilmot 
Littlejohn, who directed the division of neurology, 
will remain as sub-department heads. Dr. Caveny 


and other members of the new department will work 
closely with VA Hospital officials in future establish- 
ment of its 150-bed psychiatric section and also with 
Bryce Hospital, Tuscaloosa, and other state mental 
health agencies and institutions. 

Birmingham Baptist Hospitals has elected Dr. Paul 
W. Shannon, president of the medical staff, succeeding 
Dr. Leon S. Smelo; Dr. George Warrick, vice-president; 
Dr. I. M. Dawson, secretary; and to the executive 
committee Dr, W. G. Haynes, Dr. Glenn Stayer, Dr. 
G. J. Roscoe and Dr. C. C. Blackwell. 

Dr. Clifford L. Lamar, Birmingham, has been elected 
vice-president of the Jefferson County ‘Tuberculosis 
Sanatorium board; and Dr. Arthur J. Viehman, Bir- 
mingham, secretary. 

South Highlands Infirmary, Birmingham, has elected 
Dr. J. Hurley Knight, president; Dr. John B. Burrett, 
vice-president; and Dr. Robert A. Hamrick, secretary. 
New members elected to the medical staff executive 
committee are Dr. Robert M. Brannon, Dr. Hiram R. 
Elliott and Dr. Arthur Freeman, and renamed to the 
committee are Dr. $. Joe Campbell and Dr. S. U. New- 
field, the outgoing president. 

Dr. S. Joe Campbell, Birmingham, has been named 
to represent the South Highlands Infirmary on the 
Jefferson County Health Department Civil Defense 


staff. 
ARKANSAS 

Arkansas Academy of General Practice will meet in 
Hot Springs, May 30. 

Arkansas Chapter of the American College of Sur- 
geons at its annual meeting held recently in Little 
Rock elected Dr. Roy I. Millard, Russellville, presi- 
dent; and Dr. Peter O. Thomas, Little Rock, vice- 
president and secretary-treasurer. 

Arkansas Medical Directors Association at its annual 
meeting held recently elected Dr, J. A. Summers, presi- 
dent; and re-elected Dr. A. M. Mashburn, secretary. 
Dr. J. IT. Herron was named a delegate to the National 
Association of Medical Health Officers. All officers are 
from Little Rock. 

University of Arkansas Medical Alumni Association 
has elected Dr. Alan Cazort, Little Rock, president; 
Dr. Tom Tyndall, Beaumont, Texas, vice-president; 
and Dr. H. A. Bailey, Little Rock, secretary-treasurer. 

Dr. Lee Smith has opened an office in Mineral 
Springs for general practice after an internship in Let- 
terman General Hospital, San Francisco, and some 
further work in St. Joseph, Missouri. 

Dr. Jan Crow, formerly of Rison, and Dr. E. M. 
Barker, Jacksonville, have opened joint offices in the 
Jacksonville Hospital. 

Dr. J. W. Walker, formerly of Hayti, Missouri and 
Memphis, Tennessee, has located at ‘Tuckerman. 

Stuttgart has voted on a new hospital to replace the 
Drennen Hospital which was closed last November. 

Conway has voted on the bond issue of a new 
$600,000 hospital. 

Dr. Harold W. Sterling, North Little Rock, was 
elected vice-president and president-elect of the Mid- 
Continent Psychiatric Association at its recent annual 
meeting. 
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DISTRICT OF COLUMBIA 


Georgetown University School of Medicine, Wash- 
ington, has received two research grants from the 
Public Health Service: one $36,000 which will enable 
Dr. Francis M. Forster, dean of the Medical School 
and professor of neurology, to evaluate new anticon- 
vulsant drugs; and the other $12,505 to be used for 
research in cerebral circulation and metabolism under 
the direction of Dr. Joseph F. Fazekas, chief of staff, 
District of Columbia General Hospital and Clinical 
Adjunct Professor of Medicine at Georgetown. 

Dr. James Alexander Lyon, Washington, spent sev- 
eral weeks in Europe recently visiting Portugal, Spain, 
France, Italy and Ireland. Dr. Lyon presented a paper 
before the third International Congress on Diseases of 
the Chest, sponsored by the American College of 
Physicians, held in Barcelona, Spain. 

Dr. Charles A. Hufnagel, director of experimental 
surgery, Georgetown University School of Medicine, 
Washington, has been awarded the 1954 Distinguished 
Service Medal of the Cosmopolitan Club in recogni- 
tion of his work in cardiac surgery. He performed the 
first insertion of a plastic valve in a human heart, and 
was the first surgeon to substitute animal arteries for 
diseased human arteries in living persons. 

Dr. Fred L. Soper was reelected director of the Pan 
American Sanitary Bureau at the I4th Pan American 
Sanitary Conference held in Santiago, Chile, last fall. 
Dr. Soper, an associate member of the District Medical 
Society, became director of the Bureau in 1947 and 
was reelected in 1950, beginning his third term 
February 1. 

William W. Coblentz, Ph.D., Washington, a mem- 
ber of the A.M.A. Council on Physical Medicine and 
Rehabilitation, was awarded the Niels Finsen medal 
in recognition of his work in spectroscopy at the In- 
ternational Photobiological Congress at Amsterdam, 
Netherlands several months ago. 

Dr. Lois I. Platt, Washington, was elected second 
vice-president of the Southern Society of Cancer 
Cytology at its recent annual business meeting. 

The Earl D. Osborne Fellowship in Dermal 
Pathology, sponsored by the American Academy of 
Dermatology and Syphilology, is to provide annually 
the opportunity for study and training in dermal 
pathology to a postgraduate student who has com- 
pleted satisfactorily at least one year or preferably 
two years of training in dermatology. The period of 
training will be spent at the Armed Forces Institute 
of Pathology, Washington. Application blanks may 
be obtained from Dr. Hamilton Montgomery, 200 
First Street, Southwest, Rochester, Minnesota. The 
next available appointment begins July 1. 


FLORIDA 


Florida Medical Association will hold its eighty-first 
annual meeting in St. Petersburg, Vinoy Park Hotel, 
April 3-6, under the presidency of Dr. Duncan T. 
McEwan, Orlando. 

Southeastern Allergy Association will meet in 
Orlando, Orange Court Hotel, March 25-26. 

Florida Clinical Diabetes Association at its second 
annual meeting held in Orlando installed Dr. Sidney 
Davidson, Lake Worth, president; and elected Dr. 
Richard H, Sinden, St. Petersburg, president-elect; 
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and Dr. Edward R. Smith, Jacksonville, secretary- 
treasurer. 

Florida Pediatric Society has installed Dr. Lewis T. 
Corum, Tampa, president; and elected Dr. Wesley S. 
Nock, Coral Gables, president-elect; Dr. Joel V. McCall 
Jv., Daytona Beach, secretary-treasurer. 

Dr. J. Maxie Dell Jr., Gainesville, was elected second 
vice-president of the American Roentgen Ray Society 
at its annual meeting held in Washington, D. C. 

Dr. James R. Nieder, Delray Beach, has returned to 
his practice after studying with the internationally 
known eye surgeon, Dr. H. Arruga of Barcelona, Spain. 

Dr. Robert C. Lonergan, St. Petersburg, was in- 
ducted as a member of the International Society of 
Orthopedic and Traumatic Surgery when he attended 
the meeting of the society held at Berne, Switzerland, 
several months ago. 

North Florida Radiological Society was recently 
organized with a membership of all the Jacksonville 
practicing radiologists and other radiologists from 
North Florida and South Georgia. Dr. Thomas H. 
Lipscomb was elected president; and Dr. Ivan Isaacs, 
secretary. 

American Cancer Society, Florida Division, has 
elected Dr. Donald H. Gahagen, Fort Lauderdale, 
president; Dr. Paul J. Coughlin, Tallahassee, first vice- 
president; and Dr. Joseph J. Zavertnik, Miami, third 
vice-president. 

Greater Miami Eye, Ear, Nose and Throat Society 
has elected Dr. Ralph Kirsch, Miami, president; Dr. 
Garland Johnson, Ft. Lauderdale, vice-president; and 
Dr. James H. Mendel Jr., Miami, secretary. The 
Society meets quarterly, February, May, October and 
December. 

Dr. Joseph M. Bistowish Jr., Tallahassee, has been 
elected first vice-president of the Florida Public Health 
Association. 

Florida Academy of Preventive Medicine has re- 
elected Dr. George A. Dame, Jacksonville, president; 
and elected Dr. Turner E. Cato, Miami, vice-president; 
and Dr. Lorenzo L. Parks, Jacksonville, secretary- 
treasurer. 

Dr. Walter C. Payne Sr., and Dr. Barkley Beidleman, 
both of Pensacola, were elected president and secretary- 
treasurer respectively of the Gulf Coast Clinical Society 
at its fourteenth annual convention held in Pensacola. 

Dr. Ashbel C. Williams, Jacksonville, was named 
director of the American Cancer Society from Region 
3 at the annual meeting of the society held in New 
York recently. 

Dr. Carol C. Webb, Pensacola, was honored when 
the library at the Medical Center Clinic in that city 
was dedicated to him. 

Dr. Lillian C. Mark, Jacksonville, has been named 
by the Jacksonville Business and Professional Wom- 
an’s Club to receive a merit award for achievement 
in the field of medicine. 

Dr. John G. DuPuis, Miami, has completed a book 
entitled, “Early Medical History of Dade County.” 

Dr. J. Ernest Ayre, director of the Cancer Institute, 
Miami, was presented the Wien award consisting of 
$1,000; and an engraved plaque, for outstanding re- 
search in cancer cytology at the annual meeting of the 
Southern Society of Cancer Cytology held recently. The 
award is given by the former president of the institute, 
Mr. Leonard A. Wien. Dr. Ayre was elected president- 
elect of the Society at the November meeting. 
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GEORGIA 


Medical College of Georgia, Augusta, as a result of 
the expansion of the clinical and physical facilities, has 
made several additions to the faculty: Dr. Leland D. 
Stoddard, professor and chairman of the department 
of pathology, succeeding Dr. Edgar R. Pund, who had 
accepted the presidency of the college; Dr. Floyd R. 
Skelton, assistant professor of pathology; Dr. Harry E. 
Raybuck, assistant professor of anatomy; Dr. John W. 
McKenzie, assistant professor of microscopic anatomy; 
Dr. Raymond W. Pickering, assistant professor of 
pharmacology; Dr. B. Shannon Gallaher, instructor 
in medicine; and Dr. Albert W. Bailey, instructor in 
pathology. 

Departments of Physiology and Pharmacology, 
Medical College of Georgia, Augusta, is offering a 
postgraduate cardiovascular research and training 
twelve-month program, supported by the National 
Heart Institute, U. S. Public Health Service, and the 
American Heart Association, under the direction of 
Dr. W. F. Hamilton, professor of physiology, and Dr. 
R. P. Ahlquist, professor of pharmacology. Requests 
for application forms should be addressed to either of 
these physicians, Medical College of Georgia, Augusta. 

Georgia Academy of General Practice at its sixth 
annual meeting installed Dr. George H. Alexander, 
Forsyth, president; and elected Dr. W. G. Elliott, 
Cuthbert, president-elect; Dr. Maurice F. Arnold, 
Hawkinsville, vice-president; and Dr. Ben K. Looper, 
Canton, secretary-treasurer. 

The Eugene Talmadge Memorial Hospital, under 
construction in Augusta, the largest of its kind in the 
state, will be operated in conjunction with the Medical 
College of Georgia. 

Dr. Edwin W. Allen, Milledgeville, has been named 
vice-president of the Southern Psychiatric Association. 

Dr. John A. Corry, Barnesville, who was first presi- 
dent of the Rotary Club, was honored recently by a 
surprise celebration, “Dr. Corry Night,” by past officers 
and members of the club. 

Dr. Robert Mabon, Atlanta, was named to the ex- 
ecutive committee of the Congress of Neurological 
Surgeons when it met in New York recently. 

Dr. Herbert L. Shessel is associated with Dr. Abra- 
ham S. Velkoff, Atlanta, in the practice of obstetrics 
and gynecology. 

Dr. Paul T. Russell, Albany. recently opened offices 
in the Doctors Center for the practice of medicine 
and surgery. 

Tanner Memorial Hospital, Carrollton, has elected 
Dr. E. V. Patrick, chief of staff; Dr. Steve Worthy, vice- 
chief of staff; Dr. Francis Parks, secretary and treas- 
urer; and the following to serve as chiefs of services: 
Dr. O. W. Roberts, surgery; Dr. E. W. Thomasson, 
medicine; Dr. Steve Worthy, obstetrics; Dr. D. S. 
Reese, eye, ear, nose and throat; Dr. Francis Parks, 
scientific services; and Dr. Selby Cramer, dental serv- 
ices. 

Dr. L. K. Newlin has moved from Columbus to 
Valdosta and opened offices for the practice of pedi- 
atrics, 

Dr. Howard J. Morrison, Savannah, and Dr. S. 
Farnum Coffin, formerly of Boston, Massachusetts, an- 
nounce their association for the practice of pediatrics 
in Savannah. 

Dr. Ronald M. Gustin, Athens, has opened private 
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offices in the Southern Mutual Building for the prac- 
tice of medicine. 

Dr. Albert Fisher has opened office in the Cyrus W. 
Strickler Sr. Doctors Building, Atlanta, for the prac- 
tice of ophthalmology. 

Plans for a memorial to the late Dr. Lewellyn H. 
Muse, in the form of an oil painting reproduced from 
photographs, are being made by a committee ap- 
pointed by the Atlanta Pediatric Group. ‘The com- 
mittee hopes also to develop a___lectureship. 
Contributions should be made to the Lewellyn H. 
Muse Memorial Fund and sent to Dr. C. Dixon 
Fowler, 27 28th Street, N. E., Atlanta. 


KENTUCKY 


University of Louisville School of Medicine has added 
the following newly appointed physicians to its staff: 
Dr. Alfred M. Berg, Dr. William T. Rumage Jr., and 
Dr. Herman Mahaffey, instructors in surgery; Dr. 
David H. Neustadt, Dr. Robert S. Tillett and Dr. 
Albert G. Goldin, instructors in medicine; and Dr. 
Allan F.- Zoeller, instuctor in orthopedic surgery. 

Dr. E. W. Frymire, Graefenburg, was honored 
recently for fifty years’ service in Shelby, Franklin and 
Anderson Counties when he was presented gifts by 700 
of his patients and friends. 

Dr. J. Farra Van Meter, Lexington, has been re- 
elected to serve a third term as president of the 
Kentucky Division of the American Cancer Society. 

The 1955 Kentucky State Medical Association Com- 
mittee members appointed to select the recipients of 
the Distinguished Service Award and the Outstanding 
General Practitioner Award are Drs. R. C. Strode, 
Lexington, chairman, H. B. Stone, Hopkinsville; L. T. 
Minish, Louisville, P. A. Bryan, Ashland, and J. H. 
Kurre, Owensboro. 

Physicians recently opening offices in Kentucky are 
Dr. Joseph C. Denniston in Louisville, specialty 
pediatrics; Dr. Richard F. Greathouse in Louisville, 
pediatrics; Dr. John W. Epperson, formerly of Detroit, 
Michigan, in Owensboro, obstetrics and gynecology; 
Dr. John W. Ratliff in Lebanon; Dr. David D. Drye in 
Bradfordsville; Dr. Eugene Casey in Bowling Green, 
ophthalmology; Dr. H. J. Schupbach, recently of 
Salisbury, North Carolina, in Owensboro, internal 
medicine. 

Dr. Leonard Leight is serving as assistant professor 
of medicine, University of Louisville School of Medi- 
cine. He completed residencies at Maimonides Hos- 
pital, Brooklyn, New York, and at Veterans Adminis- 
tration Hospital, St. Louis, Missouri. 

Dr. Thomas G. Threlkeld is associated with Dr. 
L. E. Johnson, Russellville. 


LOUISIANA 


New Orleans Graduate Medical Assembly will hold 
its eighteenth annual meeting in New Orleans March 
7-10, headquarters at the Municipal Auditorium. De- 
tails of the New Orleans meeting and the postclinical 
tour are available at the office of the Assembly, Room 
103, 1430 Tulane Avenue, New Orleans 12. 

New Orleans Surgical Society has elected Dr. Isidore 
Cohn, president; Dr. Marshall L. Michel, vice-presi- 
dent; Dr. Malter Salatich, secretary; and Dr. Frank 
T. Kurzweg, treasurer. 

Louisiana Academy of General Practice has in- 
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stalled Dr. Janie Topp, president; and elected Dr. 
Vincent P. Blandino, president-elect; Dr. Thomas Y. 
Gladney, first vice-president; Dr. Edwin R. Guidry, 
second vice-president; and Dr. Esmond A. Fatter, 
secretary. 

Dr. Alton Ochsner, William Henderson Professor of 
Surgery and chairman, department of surgery, Tulane 
University School of Medicine, New Orleans, has re- 
ceived the 1955 Modern Medicine award for his “con- 
sistent record of 35 vears of outstanding achievement 
in surgical treatment of cancer.” Nominations for the 
award are based on votes received from physicians 
throughout the United States. 


MARYLAND 


Dr. Henry M. Thomas, Jr., Baltimore, has been 
elected president of the American Clinical and 
Climatological Association. 

Drs. Harold R. Sandstead, chief nutritionist of the 
U.S. Public Health Service, and Noka B. Hon, field 
investigation officer for the National Cancer Institute, 
both of Bethesda, are two of a group of scientists 
conducting an investigation in Arizona and New Mexico 
to determine the cause of the exceedingly low in- 
cidence of cancer among Navajo Indians. 

Dr. Roy Hertz, chief of the Endocrinology Branch 
of the National Cancer Institute, Baltimore, presented 
a paper before the Third Pan American Endocrinology 
Conference in Santiago, Chile, in November, describing 
the efforts of research scientists at the National Insti- 
tutes of Health to shrink cancers by depriving them of 
the hormones they need for growth. 

Dr. Gilcin F. Meadors, research specialist at the 
National Cancer Institute, Bethesda, has been named 
deputy health officer for Montgomery County, succeed- 
ing Dr. V. L. Ellicott, who resigned. 


MISSISSIPPI 


Dr. Virginia E. Lane has been engaged as resident 
physician of Blue Mountain College, Blue Mountain. 
From 1946 to 1954 she was college physician at the 
Mississippi State College for Women, Columbus. 

Drs. Rush E. Netterville, George Gillespie and Ray- 
mond Martin announce their association for the prac- 
tice of surgery, general and thoracic, at Jackson. 


MISSOURI 


Missouri State Medical Association will hold its next 
annual meeting in Kansas City, Hotel President and 
Municipal Auditorium, March 27-30, under the 
presidency of Dr. H. E. Petersen, St. Joseph. 

Dr. Daniel L. Sexton, St. Louis, was installed presi- 
dent of the St. Louis Medical Society in January. He 
is a past councilor of the Southern Medical Associa- 
tion. 

St. Louis Urological Society has installed Dr. Stephen 
M. Tapper, president; and elected Dr. Justin Cordon- 
nier, president-elect; and Dr. John F. Mackey, Jr., 
secretary-treasurer. 

The Doctors Medical Foundation, St. Louis, has 
elected Dr. John L. Horner, president; and Dr. Augus- 
tin Jones, vice-president. 

Dr. Edward Shires, formerly of Schenectady, New 
York, has been elected medical director of the Rehabili- 
tation Institute, Kansas City. 
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Boone County Hospital was recently presented a 
check for $500 by the War Mothers to be used for 
hospital improvements. 

Dr. Will R. Eubank, Kansas City, has been elected 
to the board of trustees of the Baptist Memorial Hos- 
pital, which is under construction. 

Dr. Joseph C. Edwards, St. Louis, was elected vice- 
president of the Mississippi Valley Medical Society at 
a recent meeting. 

Dr. Nils Norman, formerly of Harvard University 
Medical School, Boston, Massachusetts, has been 
named director of the newly established department 
of anesthesiology at the Jewish Hospital, St. Louis. 

Dr. Ira H. Lockwood, Kansas City, was awarded the 
13th Gold Medal of the American College of Radiology 
at the annual meeting held in Chicago in February. 

Dr. William T. Ellis, Boston, Massachusetts, has 
been appointed assistant professor of obstetrics and 
gynecology, University of Missouri School of Medicine, 
Columbia. 

Dr. Paul S. Hines, Kansas City, was elected president 
of the Mid-Continent Psychiatric Association at its 
recent annual meeting. 

St. Louis Pediatric Society has elected Dr. Caldwell 
K. Hamilton, president; Dr. Joseph A. Bauer, vice- 
president; and Dr. Robert J. Burke, secretary-treasurer. 


NORTH CAROLINA 


The Fourth Annual Cancer Symposium will be held 
in Winston-Salem, Robert E. Lee Hotel, on the after- 
noon and evening of March 10, as announced by Dr. 
G. W. Jones, Chairman of the Cancer Committee of 
the Forsyth County Medical Society. Speakers who will 
participate in the program which will deal with cancer 
of the digestive system are Dr. Arthur Purdy Stout and 
Dr. Albert Andreson, both of New York City; Dr. 
Edward W. Chamberlain, Philadelphia, Pennsylvania; 
and Dr. Claude E. Welch, Boston, Massachusetts. 

Dr. Charles Horton, Duke University School of 
Medicine, Durham, and Dr. A. M. Struthers, Mayo 
Clinic, Rochester, Minnesota, are the first and second 
prize winners of the 1954 Scholarship Contest spon- 
sored by the Foundation of the American Society of 
Plastic and Reconstructive Surgery, $1,000 to the first 
award winner and $750 to the second. The prizes are 
in addition to the three-months’ scholarships with full 
maintenance provided in renowned plastic surgery 
centers listed in the Foundation’s pool. Drs. Horton 
and Struthers left for an extensive trip to important 
plastic centers in the United States and Europe. 

Dr. David T. Smith, Durham, chairman, department 
of bacteriology, Duke University School of Medicine, 
has been named James B. Duke Professor of Bacteri- 
ology. 


OKLAHOMA 


McCurtain County Memorial Hospital, built at a 
cost of $260,000, has opened in Idabel. 

The New Medical Center in Pauls Valley was opened 
formally recently. Physicians associated with the clinic 
are Drs. Ray H. Lindsey, J. N. Byrd Jr., J. A. Graham, 
R. E. Spence and John M. Moore. 

Drs. P. D. Casper and W. H. Porter have moved 
into their new clinic in Del City. 


Continued on page 50 


VOLUME 48 SOUTHERN MEDICAL JOURNAL 49 


Now ... a totally new nonbarbiturate 


‘Lasts'4-8'hours 


‘No hangover. AN 
Dosage: 0.25 to 0.5 Gm, before bedtime. 
Scored 6.25- and 0.5-Gm. tablets. 
wre é ; 


AIOE a night’s sleep.with clear akerape 
4, 


50 SOUTHERN MEDICAL JOURNAL 


Continued from page 220 


Dr. Don J. Wilson, formerly of Gainesville, Texas, 
has opened an office in Marietta. 

Dr. Robert Allen, Bartlesville, attended the meeting 
of the Pan-Pacific Surgical Association held in Hono- 
lulu, Hawaii. 

Dr. E. W. King, Bristow, has been elected chief of 
staff of the new Bristow Memorial Hospital. 

Dr. Elias Margo, Oklahoma City, has been elected 
vice-president of the Clinical Orthopaedic Society. 


SOUTH CAROLINA 


Pee Dee Medical Association has elected Dr. Sam 
Cantey, Marion, president; Drs. Jim Thrailkill, Chester- 
field, Marshall Coleman, Darlington, Rufus Cain, Dil- 
lon, Gene Guyton, Florence, Wayne Reeser, Horry, Roy 
Howell, Marlboro, and Sam Witherspoon, Marion, vice- 
presidents; Dr. Charles Kingsbury, Secretary; and Dr. 
Wally Hart, treasurer. 

Dr. Ruth Sanders has opened an office in Spartan- 
burg for the practice of roentgenology. 


TENNESSEE 


Tennessee State Medical Association will hold its 
120th annual meeting in Chattanooga, Read House, 
April 10-13, under the presidency of Dr. John R. 
Thomson, Jr., Jackson, president. 

Sectional Meeting of the American College of Sur- 
geons will be held in Nashville, War Memorial Audi- 
iorium, April 4-6. Dr. James A. Kirtley Jr., Nashville, 
is chairman of the Local Committee on Arrangements. 
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Middle Tennessee Medical Association held its 120th 
annual meeting in Gallatin recently under the presi- 
dency of Dr. J. B. Black. Dr. Frank G. Witherspoon, 
Nashville, was named president-elect; and Dr. Oscar 
Carter, Nashville, secretary-treasurer. 

Vanderbilt University School of Medicine, Nashville, 
has the following newly appointed faculty members: 
Dr. G. W. Bounds, assistant in clinical ophthalmology; 
Dr. L. G. Schull, instructor in pharmacology; and Dr. 
Sarah H. Sell, instructor in pediatrics. Dr. R. W. 
Adams, Jr., instructor in psychiatry, and Dr. A. Brant 
Lipscomb, instructor in clinical surgery, have re- 
turned after leave of absence. 

Dr. Richard O. Cannon, Director, Vanderbilt Uni- 
versity Hospital, Nashville, has returned after a two- 
year leave of absence. 

University of Tennessee College of Medicine's 
School of Nursing, Memphis, has been awarded 
$16,926 by the National Institute of Mental Health of 
the U. S. Public Health Service to provide advance in- 
struction on psychiatric nursing. 

The University of Tennessee College of Medicine, 
Memphis, with 750 students enrolled, is for the second 
year the largest medical school in the United States. 

Dr. Bland W. Cannon, Memphis, has been elected 
vice-president of the Tennessee Congress of Neurolog- 
ical Surgeons. 

Dr. James D. Miller, Bristol, has been elected presi- 
dent of the Upper East Tennessee Workshop for the 
Blind. 
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THE NEW 


GENERAL AND SPECIAL COURSES 
in MEDICINE, SURGERY and 
ALLIED SUBJECTS 


UROLOGY 


A combined full-time course covering an aca- 
demic year (8 months). It comprises instruc- 
tion in pharmacology; physiology; embryology: 
biochemistry; bacteriology and pathology; prac- 
tical work in surgical anatomy and urological 
operative procedures on the cadaver; regional 
and general anesthesia (cadaver); office gyne- 
cology; proctological diagnosis; the use of the 
ophthalmoscope; physical diagnosis; roentgeno- 
logical interpretation; electrocardiographic inter- 
pretation; dermatology and syhpilology; neurol- 
ogy; physical medicine; continuous instruction 
in ecystoendoscopic diagnosis and operative in- 
strumental manipulation; operative’ surgical 
clinics; demonstrations in the operative instru- 
mental management of bladder tumors and other 
vesical lesions as well as endoscopic prostatic 
resection; attendance at departmental and gen- 
eral conferences. 


YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(Organized 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


OBSTETRICS and GYNECOLOGY 


A two months full time course. In Obstetrics: 
lectures; prenatal clinics; attending normal and 
operative deliveries; detailed instruction in op- 
erative obstetrics (manikin). X-ray diagnosis 
in obstetrics and gynecology. Care of the new- 
born. In Gynecology: lectures; touch clinics; 
witnessing operations; examination of patients 
preoperatively; follow-up in wards postopera- 
tively. Obstetrical and gynecological pathology. 
Culdosecopy. Studies in sterility. Anesthesiol- 
ogy. Attendance at conferences in obstetrics 
and gynecology. Operative gynecology on the 
cadaver. 


PROCTOLOGY and 
GASTROENTEROLOGY 


A combined course comprising attendance at 
clinies and lectures; instruction in examination, 
diagnosis and treatment; pathology; radiology: 
anatomy; operative proctology on the cadaver; 
anesthesiology; witnessing operations; examina- 
tion of patients preoperatively and postopera- 
tively in the wards and clinics; attendance at 
departmental and general conferences. 
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by any measure 
it’s 


BARD-PARKER 
 RIB-BACK 


SURGICAL BLADES 


and by any measure it is just as true today as 
when our Company was founded ... in the 
purchase of B-P RIB-BACK SURGICAL 
BLADES you are provided with the most de- 
pendable cutting edges that modern scientific 
methods and the art of accuracy can produce 
... their performance in use is the answer to 
the question of economy! 


c 


ENDURING 


Ask your dealer 


BARD-PARKER COMPANY, INC. 
Danbury Connecticut, U.S.A. 


RIB-BACKS packaged in the new ‘ 
RACK-PACK eliminates unwrap- pa 
ping, handling or racking of indi- 

vidual blades. A real time and labor = 
saver for the O.R. personnel. Jn a ¢ 
matter of seconds from RACK- ° 
PACK to sterilizer. « 
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They’ve 


heard 


| 


the call 


for 


(HOMOGENIZED MIXTURE OF VITAMINS A, D, Bi, Be, Bc, Bio, C AND NICOTINAMIDE, ABBOTT) 


501057 


Each 5-cc. teaspoonful 
1 of Vi-Daylin contains: 
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A full day’s serving of eight important vitamins (including 
3 mcg. of body-building B,.) in each spoonful. Delicious 
lemon-candy flavor and aroma. No pre-mixing, no droppers, 


no refrigeration. Mixes easily in milk, cereals or juices. Now 


with B, added. Sold in 90-cc., 8-fluid- 
ounce and economical one-pint bottles. Obtbeott 


| 4 


I the nutritional formula for growing children 


3000 U.S.P. units 
800 U.S.P. units 
Thiamine Hydrochloride.............. 1.5 mg. 
Pyridoxine Hydrochloride............. 0.5 mg. 
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In addition to the usual 


aids in selecting 


an electrocardgraph 


| and “Return Privilege” 
} plan offers you 


15-DAY EXPERIENCE 
OF YOUR OWN 


SANBORN COMPANY, or any of its 
representatives, will be glad to furnish 
you with a list of Viso-Cardiette owners in 

your city, or area, so that you may ask them about their 
experiences with the Viso. We also invite you to ask us for 
completely descriptive literature on the Viso. And, if you are located 
in one of the thirty Sanborn Branch Office or Service Agency cities, 
or its environs, a representative will be more than glad to 
arrange a demonstration in your office. These are the customarily 
available aids in selecting an electrocardiograph, not 
necessarily exclusive to Sanborn. 


However, exclusive with Sanborn is a “direct-to-user” policy 
which offers any physician or hospital added benefits in 
Ecc ownership. Among these is the opportunity to use a Viso 
Cardiette as your own, for 15 days, and without obligation of any kind. 


Also offered 
under this plan 
is the Sanborn 


METABULATOR, (If, at the end of the test period, you don’t like the Viso, you simply 
a metabolism tester return it to us in its convenient, specially designed shipping carton.) 
with many 


Peer aiid Thus, to the usual aids in judging and selecting an Ecc, Sanborn 
Descriptive literature lets you add your own experience. May we tell you 
is available. more about this plan? 


SANBORN COMPANY 
195 Massachusetts Avenue, Cambridge 39, Massachusetts 
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Areas of Clinical Study / One of a Series 


ANEMIA OF 
PREGNANCY 


Maintenance of normal blood values during pregnancy 
is a factor in the welfare of the mother at delivery and 
in preventing anemia in the infant. Improvement in the 
patient’s vitality and emotional stability during gesta- 
tion can also be achieved. 


RONCOVITE, the original, clinically proved cobalt-iron 
product, has introduced a wholly new concept in the pre- 
vention and treatment of anemia. It is based on the unique 
hemopoietic stimulation produced only by cobalt. The 
application of this new concept routinely in pregnancy 
practically insures against the development of iron- 
deficiency ; its use has also led to marked, dramatic ad- 
vances in the successful treatment of many of the anemias. 


In a recent clinical study of anemia in pregnancy, Holly' 
reports: 

—about 80 per cent of normal patients manifest significant 
decreases in hematologic values during pregnancy. 


—conversely, 90 per cent of pregnant women maintained 
hemoglobin levels of 12 Gm. per cent or over when given 
Roncovite (iron-cobalt therapy). No other medication 
tested was so successful. 


—in fact, 63 per cent of these Roncovite treated patients 
delivered with the unusually satisfactory level of 13 Gm. 
per cent hemoglobin. 


—Roncovite (iron-cobalt therapy) has proven to be the 
most effective hematinic for maintaining an adequate 
hemoglobin level. 


RONCOVITE IS A SAFE DRUG 


In pregnancy —“‘No toxic manifestations associated with 
its use have been observed.””! 


In prematures—“ None of them showed harmful effects 
despite the large doses...’’? 


In pharmacology Histopathologic studies of rats that 
received cobaltous chloride...revealed no significant de- 
generative changes in parenchymal organs as evidence of 
toxicity.’*$ 


RONCOVITE 


The original, clinically proved cobalt-iron product 
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SUPPLIED: 
RONCOVITE DROPS 
Each 0.6 cc. (10 drops) provides: 
Cobalt chloride 

RONCOVITE TABLETS 
Each enteric coated, red tablet contains: 
Cobalt chords. 15 mg. 
Ferrous sulfate exsiccated... 0.2 Gm. 


RONCOVITE-OB 


Each enteric coated, red capsule-shaped 
tablet contains: 


Cobalt CHIOTIGE.. 1S mg. 
Ferrous sulfate exsiccated... 0.2 Gm 
0.9 Gm. 
250 units 
DOSAGE: 


One tablet after each meal and at bed- 

time. Children | year or over, 0.6 cc. 

(10 drops); infants less than 1 year, 

0.3 cc. (5 drops) once daily diluted with 

water, milk, fruit or vegetable juice. 

1. Holly, R. G.: Anemia in Pregnancy, 
Paper read at the Sixth American 
Congress on Obstetrics and Gyne- 
cology, Dec. 13-17, 1954, Chicago, 
Illinois. 

2. Quilligan, J. J., Jr.: Texas State J. 
Med. 50: 294 (May) 1954. 

3. Hopps, H. C.; Stanley, A. J., and 
Shideler, A. M.: Polycythemia In- 
duced by Cobalt, In press. 


Bibliography of 192 references 
available on request. 


LLOYD BROTHERS, INC. 
Cincinnati, Ohio 


In the Service of Medicine Since 1870 
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Continued from page 50 


Dr. Clarence Landham, Chattanooga, has been 
elected president of the Tennessee Council for Re- 
tarded Children. 

Dr. Ralph R. Braund, Memphis, has been elected 
president of the Tennessee Division of the American 
Cancer Society. 

Dr. H. M. McGuire and Houston Lowry, Madison- 
ville, will operate clinics in new buildings under 
construction, 

Drs. Gibson and Bottomley, Greeneville, have pur- 
chased the Campbell Hospital, Tusculum, which is 
now known as the Tusculum Clinic. 

Dr. Allen S. Edmonson is associated with Dr. Oscar 
McCallum at Henderson for the practice of medicine. 

The following physicians have opened offices recently: 
Dr. W. W. Knowles, Jr., at Smithville, and Dr. Gilbert 
Varnell, Cleveland, both for the practice of medicine; 
Dr. Erwin B. Eskind, Dr. Arthur Anderson and Dr. 
William Ewers, at Nashville, for the practice of in- 
ternal medicine; Dr. Warren Kimsey at Chattanooga, 
for the practice of neurological surgery; and Dr. 
George W. Bounds, Jr. at Nashville, for the practice 
of ophthalmology. 

Dr. Fred M. Friedman has opened a clinic in Jack- 
son for the practice of medicine. 

Dr. Eugene Epstein, Memphis, recently opened a new 
clinic. 

University of ‘Tennessee College of Medicine, 
Memphis will offer postgraduate courses: pediatrics, 
February 23-25; abdominal surgery, March 16-18; 
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radiology, March 31 and April 1-2; fractures and dis- 
locations, April 27-29 and cardiovascular diseases, May 
18-20. These programs will be presented in cooperation 
with the John Gaston Hospital and Le Bonheur 
Children’s Hospital and will be held at the hospitals. 
In addition, the Division of Pediatrics is offering the 
general practitioner a five-day diversified course in 
advanced pediatric care, March 7-11. Additional in- 
formation may be obtained from the Postgraduate De- 
partment, 4 South Dunlap, Memphis 3. 

Dr. William J. Darby, Vanderbilt University School 
of Medicine, Nashville, has been granted an award 
of $1,000 by the National Vitamin Foundation for 
studies of the requirement and physiologic effects in 
the human of the newer hemopoietic vitamins. 

University of Tennessee College of Medicine in- 
vestigators have been awarded $25,000 by the U. S. 
Public Health Service for a continuation of their 
research to develop a serological (blood) test for the 
early diagnosis of cancer. Dr. Douglas H. Sprunt, 
chief of the Division of Pathology and Microbiology, 
Dr. William M. Hale, professor of microbiology, and 
Dr. Frederic C. Chang, research associate in micro- 
biology, will conduct this program. The College also 
has been awarded a $7,956 research grant by the PHS 
for making an extended study of the mechanism by 
which the stomach empties its contents into the in- 
testine, the program under the supervision of Dr. J. P. 
Quigley, chief of the Division of Physiology, and Dr. 
Hortense Louckes, instructor in physiology, with the 
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Message. 


WHILE YOU WERE OUT 


Curtis called -va dill 


by ching, her Your meadage 


Time 3:30 PJM. 
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CALMITOL 


\% oz. tubes 


and | Ib. jars 


/ the non-sensitizing antipruritic 


Leeming Ge \55 toast Street, New York 17, N.Y. 
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EXPLODES 
TRICHOMONADS 


WITHIN 15 SECONDS 


AGISEC, a new agent for 
the treatment of vaginal 
trichomoniasis, was origi- 


nated as ‘“Carlendacide” by Dr. 
Carl Henry Davis, well-known 
gynecologist and C. G. Grand, re- 
search physiologist. 

Vagisec’s triple action kills 
trichomonads within 15 seconds of 
contact. Its unique synergism “‘cap- 
tures” calcium, removes lipid ma- 
terials, and literally explodes the 
trichomonad — all within 15 sec- 
onds! 


Micropbotograpb Trichomonad 
(pbase contrast “exploded” witbin 
microscope) 15 seconds of 

of a contact with 
Trichomonas Vacisec liquid as 
vaginalis used in douche 


Debris and mucus bide tricho- 
monads. Trichomonads do not 
exist in vaginal secretion alone. 
They are vigorously motile and bur- 
row deeply into the surface of the 
vaginal mucosa, covered by cellular 
debris and mucus. Vagisec pene- 
trates this protection by lowering 
surface tension. It penetrates into 
the folds of the vaginal mucosa. 


Vagisec attacks three ways. 
The chelating agent in Vagisec at- 
taches itself to the calcium of the 
calcium proteinate, weakening the 
surface of the trichomonad. The 
wetting agent in Vagisec removes 


JULIUS SCHMID, INC., gynecological division 423 West 55th Street, New York 19, N. Y. 
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DAVIS TECHNIC 
FOR 


VAGINAL TRICHOMONIASIS 


waxes and lipid materials from its 
surface, allowing the detergent in 
Vagisec to move into the cell, 
breaking up its structure by de- 
naturing the protein. Then water 
moves in and blows up the tricho- 
monad. 

No other agent or combination 
of agents kills the trichomonad in 
this specific fashion, or with the 
speed of Vagisec. 


Result of intensive research. 
Davis and Grand made studies’ 
of commonly used trichomonacides. 
They showed that most antiseptics 
coagulated albuminous material, 
which protects trichomonads. 

They realized that a satisfac- 
tory trichomonacide had to pene- 
trate and dissolve mucinous ma- 
terial. It had to be non-irritating to 
the already inflamed mucosa and 
lethal to the trichomonad on brief 
contact. 

Based on these concepts, an 
exhaustive study* of all available 
new trichomonacidal agents re- 
sulted in the development and pat- 
enting of “Carlendacide.” Clinic- 
ally tested, ““Carlendacide’’ proved 
to be a remarkably fast-acting, ef- 
fective treatment for vaginal tricho- 
moniasis. Dr. Davis recommends a 
combination of office treatment and 
home treatment, the Davis technic. 


Office treatment. The vagina is 
exposed with a speculum. The walls 
of the vagina are wiped dry with 
cotton sponges and then thoroughly 
washed with a 1:250 dilution of 
Vagisec. (Thorough washing takes 
about three minutes.) The vagina 


is then dried with cotton sponges. 
The patient can leave the office 
without a tampon, or messy dis- 
charge or staining. 

A minimum of six office treat- 
ments are recommended: three the 
first week, two the second, and one 
the third week. 


Home treatment. Both Vacisec 
liquid and Vacisec jelly should be 
prescribed for home treatment. 
Have the patient insert VacisEc 
jelly each night and douche with 
Vacisec liquid (1 teaspoon to a 
quart of warm water) each morning 
except on days she receives treat- 
ment at the office. This treatment 
should continue through two men- 
strual periods. Four weeks after 
treatment, the douche should be 
omitted at least three days and the 
patient re-examined. 

Afterwards, the patient should 
continue douching with Vagisec at 
least two or three times each week 
as a precaution against re-infection. 


Summary. Vagisec kills tricho- 
monads in 15 seconds. Failure due 
to lack of penetration is eliminated. 
Vagisec is non-toxic and leaves no 
discoloration or messy discharge. 
The Davis technic is a triple attack 
of Vagisec office treatment, home 
treatment, and Vagisec jelly. 
Vagisec has been clinically tested 
and proved as a remarkably fast- 
acting, effective treatment for 
vaginal trichomoniasis. 


References: 1. Davis, C. H.: 
J.A.M.A. 92:306, 1929. 2. Davis, 
C. H.: Am. J. Obst. & Gynec. 68:559 
(Aug.) 1954. 


VAGISEC iS THE TRADE-MARK OF JULIUS SCHMID, INC., FOR PRODUCTS TO BE USED IN THE CONTROL OF VAGINAL TRICHOMONIASIS 
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During the last few years, the cost of the glandular 
materials necessary for the production of 
HP*ACTHAR Ge/ and ACTHAR has increased 
tremendously. In fact, these costs have increased by 
approximately 900 per cent. As in every other indus- 
try, cost to manufacture has been rising, and the 
production cost of HP*ACTHAR Ge! is no exception. 


The Armour Laboratories has absorbed these 


continuing increases so that it could give to the 
medical profession the best possible medication at 
the lowest possible prices to your patients. 

With extreme reluctance, The Armour Laborato- 
ries announces that it can no longer continue to ab- 
sorb these increasing costs. Effective immediately, 
the prices of HP*ACTHAR Gel will be raised 
approximately 10 per cent. 

We appreciate your continued acceptance of 
HP*ACTHAR Geli as the leader in the field 
of corticotropin therapy. 


*High Potency 


FEBRUARY 1955 


ACTH price change 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR & COMPANY e KANKAKEE, ILLINOIS 


VOLUME 48 SOUTHERN MEDICAL JOURNAL 59 


R_ phenobarbital modern way 


‘Eskabarb’ Spansule capsules 


You wouldn’t use one of these | aden, 


antique stethoscopes in your 
practice 


But you do use a modern one 
similar to this > 


So why use an old-fashioned 
method of prescribing phenobarbital 
that produces “peak and valley” 


sedation like this? 
©. 


When you can prescribe 
‘Eskabarb’ Spansule capsules— 
the modern form of phenobarbital = 
—that produce uninterrupted SKF 


sedative action like this —> 


With “Eskabarb’ Spansule sustained release capsules, medication 

is released gradually and uninterruptedly throughout the day or night, 
providing smooth, prolonged sedation for 10 to 12 hours. 

‘Eskabarb’ Spansule capsules are indicated for all conditions in which 
continuous, even sedation is beneficial—particularly: restlessness or 
irritability, anxiety states, hypertension, or for nighttime sedation. 


for continuous, uninterrupted sedation 
* 
R Eskabarb 
phenobarbital, S.K.F. 


Spansule* 


brand of sustained release capsules 


available in two strengths 
1 gr. and 1) gr. 


made only by 
Smith, Kline & French Laboratories. Philadelphia 
the originators of sustained release oral medication 


*T.M.Reg.U.S. Pat. Off. PatentApplied For. 
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protectign during winter by a special 

white coat which nature provides. If this natural 
ection failed, the snowshoe rabbit would be exceedingly 

ul le. Fortunately for the rabbit, this never happens. But unfor- 4 
r man, the stomach’s natural defens¢ against hydrochloric acid 
often breaks down, and considerable age “a aid nature 


sensitive stomach lining, prescribe Trevidal.\ a new-type 
rtacid provides a balanced formula for protective and 
controlled antacid “activity without side effect. 


EACH TABLET CONTAINS: 
Unique vegetable mucin 


supplies protective coat te Regonol** . ...... 100mg. 
irritated stomach lining 


Magnesium trisilicate. . . . 150 mg. 
Balance of ingredients Aluminum hydroxide gel. . 90 mg. 
avoids constipation, a Calcium carbonate. . . . 105 mg. 
diarrhea, or alkalesis Magnesium carbonate. . . 60 mg. 


extends antacid activity 


AVAILABLE IN BOXES OF 100 TABLETS, SPECIALLY STRIPPED FOR EASY CARRYING 
*Cyamopsis tetragonoloba gum +tProtein binder from oat tTrade Marks 


® Organon INC.* ORANGE, N. J. 
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The most modern 
Broad-Spectrum Antibiotic 


POLYCYCLINE 


by Bristol Laboratories 
... rather than 

made by the chemical 
modification of 

older broad-spectrum 
antibiotics. 


Polycycline is a tetra- 
cycline produced by the 
unique Bristol process 
of direct fermentation 
from a new species of 
Streptomyces isolated 


Like its older analogues, it is 
EFFECTIVE IN BROAD RANGE 


against gram-positive and gram-negative organisms, 
certain rickettsiae and large viruses. 


Unlike its older analogues, it has a 
BASIC STRUCTURAL FORMULA 


no chlorine atom (present in chlortetracycline); 
and no hydroxy! group (present in oxytetracycline). 


SUPERIOR CLINICAL PERFORMANCE 


greater tolerance: markedly lower incidence and 
severity of adverse side effects. 

greater solubility than chlortetracycline, 
yielding quicker absorption and wider diffusion in 
body fluids and tissues. 

greoter stability in solution than 


chiortetracycline or oxytetracycline, permitting higher, 
more sustained blood levels. 


AVAILABLE AS 


POLYCYCLINE 
SUSPENSION ‘250' 


Ready to use without 
reconstitution, stable for 
18 months without 
refrigeration. 
Really palatable. 
— in concentration of 
250 mg. per 5 cc., 
in bottles of 30 cc. 


POLYCYCLINE 
PEDIATRIC DROPS 


For accurate dosage in 

small amounts. 

— in concentration of 
100 mg. per cc. in 
bottles of 10 cc. with 
dropper calibrated 
for administration of 
25 or 50 mg. 


POLYCYCLINE 
CAPSULES 


Handy form for oral use, 

in two potencies: 

— in capsules of 100 mg., 
in bottles of 25 and 100. 

— in capsules of 250 mg., 


i} in bottles of 16 and 100. 


cars pe 


POLYCYCLINE 
INTRAMUSCULAR 
For deep intramuscular 
injection. 
— in vials of 
100 mg. per vial. 


Bristol 


LABORATORIES INC. 
SYRACUSE, NEW YORK 


| 
(2 
= 
| 
— Oxytetracycline 
POLYCYCLINE 
Pediatric Drop! 
= 
FA 
= 
\ When you think of Tetracycline, think of POLYCYCLINE 


PS 


VOLUME 48 


SOUTHERN MEDICAL JOURNAL 


NASAL DECONGESTANT 


Uniformly 


INFANTS ¢ CHILDREN 


ADULTS AND AGED 


poes NOT contain ANY ANTIBIOTIC 


Does not affect 
BLOODPRESSURE 
RESPIRATION 
CENTRAL NERVOUS SYSTEM 


ENTIRELY Safel in 


CARDIAC—DIABETIC 
PREGNANCY—THYROID 


AND HYPERTENSION CASES | 


Authoritative Proof sent on request. 


COMPLETELY FREE OF SIDE-EFFECTS... 
no cumulative action...no overdosage 
problem. ..non-toxic. 


ANTIBACTERIAL WITHOUT ANTIBIOTICS! 


For apety! USE RHINALGAN 


NOW Modified Formula assures 
PLEASANT, PALATABLE TASTE! 

FORMULA: Desoxyephedrine 0.22%, Antipyrine 
0.28% w/v in an isotonic aqueous solution with 
0.02% Laurylamine Saccharinate. pH 6.4 + 0.1. 


Stable. Will not discolor or otherwise deteriorate. 
All sweetness entirely eliminated. 


> on YOUR prescription only! 


tive Ear ‘Infections (Acute or Chronic). 


Reference to RHINALGAN: 


1. Van Alyea, O. E., and Donnelly, W. A.: E.E.N.&T. 
Monthly, 31, Nov. 1952. 

2. Fox, S. L.: AMA Arch. Otolaryn., 53, 607-609, 
1951. 

3. Molomut, N., and Harber, A.: N.Y. Phys., 34, 14- 
18, 1950. 

4. Lett, J. E., (Lt. Col. MC-USAF) Research Report, 
Dept. Otolaryn., USAF School Aviat. Med., 1952. 

5. Hamilton, W. F., and Turnbull, F. M.: J. Amer. 
Pharm. Ass'n., 7, 378-382, 1950. 

6. Browd, Victor L.: Rehabilitation of Hearing, 1950. 

7. Kugelmass, 1. Newton: Handbook of the Common 

Acute Infectious Diseases, 1949. 


AURALGANAfter 40 years STIL the 
auralgesi¢ and decongestant. 


RECTALGAN- Liquid —For symptomatic relief in: Hemorrhoids, Pruritus, Perineal Suturing” 
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IN CONCEPTION ae planned pregnancy rate 
was only 16.7 per 100 
se patient-years of expos- 


ure. Of these pregnan- 


cies, over 35°% were due 
Peccéntty, discussing the admittedly to patient's 
contraceptive efficacy of the ‘“‘jelly- negligence or failure to 
alone’ method, Jackson predicted that use metbod properly. 
in time it will find its own level of | Thus the actual preg- 
usefulness, but it should not be banded nancy rate was 10.82 


out to highly fertile parous women 


, i per 100 patient-years of 
particularly when their lives exposure.® 
depend upon it, in the mistaken All women in this 


belief that it will protect them 


study had one child or 


as fully as one of the combined W more. Significantly, those 
methods (cap or sbeath plus with more than one child 
spermicide).'"! i 


a 
The added protection of a diapbragm...” 


“Where avoidance of pregnancy is important... 
the added protection of a diaphragm should be 
prescribed,””* stresses Gamble. And Greenhill, 
Novak,* Reich and Nechtow,* and the Council 
on Pharmacy and Chemistry of the A.M.A.® 
agree that the diaphragm-jelly method offers 
the most dependable conception control, with 
reliability of 959% to 


[ndications for the jelly-alone method 
Although “diaphragms can be fitted to almost 
all women,’’* some women do not use them for 
anatomical, physiological, economic or psycho- 
logical reasons: # Relaxed pelvic floor®* # Ex- 
tensive cystocele*** Extensive rectocele*:*:7 
Intact hymen*® Short anterior vaginal wall* 
s Third degree retroversion of uterus‘ # Acute 
anteflexion of the uterus‘ s Complete prolapse* 
s Personal preference # Crowded living con- 
ditions # Inability to learn technic a No urgent 
need to avoid pregnancy” # Unwillingness to 
use the diaphragm @ Fear of impairing future 
fertility Low parity'*® 

Selective safety 

For such patients the physician may prescribe 
RAMSES VAGINAL JELLY* alone with confidence, 
as demonstrated in a study by Guttmacher and 
associates.* In 325 women observed who had 
used the jelly-alone (RAMSES VAGINAL JELLY) 
method from 3 months to 3 years, the total un- 


had almost twice as many 
unplanned pregnancies as those with one child 
only. Guttmacher and associates conclude that 
the jelly-alone method will be more effective in 
nonparous women and in women of low parity. 
They believe that the patients’ “intelligence, 
motivation, parity, and ready access to new 
supplies all affect success or failure.”’® 


Prescribing for the individual 


The physician may choose the method best for 
the patient. When high parity, normal anatomy, 
or need for maximum protection indicate the 
use of the diaphragm-and-jelly method, the 
Ramses® “Tuk-a-way’® kit is recommended. 
The Ramses diaphragm is flexible and cush- 
ioned. It provides an optimum mechanical bar- 
rier with utmost comfort. In combination with 
Ramses jelly, it offers an unsurpassed contra- 
ceptive technic. Where anatomical, psychologi- 
cal, or economic factors indicate the use of 
jelly-alone, RAMSES VAGINAL JELLY can be con- 
fidently prescribed. Both products are accepted 
by the appropriate Councils of the American 
Medical Association. 

References: 1. Jackson, M. G.: Lancet 2:346 (Ane. Be 
1953. 2. Gamble, C. J.: Ann. New York Acad. Se. 54 
(May 2) 1952. 3. Greenhill, J. P.: Office Goamsahene. ee 
5, Chicago, The Year Book Publishers, Inc., 1948. 4. 
Novak, E.: Textbook of Gynecology, _ed. 3, Baltimore, The 
Williams and Wilkins Co., 1948. 5. Reich, W. J., and 
Nechtow, M. J.: Practical Gynecology, Philz adelphia, J. B. 
Lippincott Co., 1950. 6. Council on Pharmacy and Chemis- 
try of the A.M.A.: New and Nonofficial Remedies for 1954, 
Philadelphia, J. B. Lippincott Co., 1954. 7. Tietze, C.; 
Lehfeldt, H., and Liebmann, H. G.: Am. J. Obst. & Gynec. 
66:904, (Oct.) 1953. 8. Finkelstein, R.; Guttmacher, A., 


and Goldberg, R.: Am. J. Obst. & Gynec. 63:664 (March) 
1952. 9. Barnes, J.: Lancet 2:401 (Aug. 22) 1953. 
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The One and Only ——— 


ene The 
Simplified 
CALORIE 
COUNTER | 


CALORIE 
[J PROFESSION 41, 
COUNTER 


Size 
3” x 4%” 


Standard Equipment in Busy 
Doctor's Offices Everywhere 


% The first really new 
SAMPLE P approach to the subject 
© Y of Calorie Counting 
in 20 years. 
of 
iti requiring no inch by 
New Edition inch é mathematics, Such 
as 324%” x 1%" x \” 
upon request ete., for measuring 
i allowed food portions. 
25% Discount 
in Doz. Lots or More 


% The only reducing guide 


% Eliminates the necessity ot 
writing many individual 
diet lists. 


WEBSTER PUBLISHING CO. 


Box 6104 Atlanta, Ga. 
Available from J. A. Majors Co. 
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Continued from page 56 


aid of Dr. D. A. Ross and Mr. J. Van Leeuwen. A 
$4,590 research grant has been awarded to Dr. Charles 
H. Eades Jr., assistant professor of chemistry at the 
University of Tennessee Medical Units for a continua- 
tion of his study of the amino acids excreted by 
cancer patients, as compared with the normal in- 
dividual. 

Dr. Roy D. Schaefer has joined the University of 
‘Tennessee College of Medicine staff, Memphis, as an 
instructor in the Division of Pharmacology. 


TEXAS 


Texas Medical Association will hold its next annual 
meeting in Fort Worth, April 24-27, under the presi- 
dency of Dr. J. L. Blasingame. Dr. Ray V. Brasher, 
Fort Worth, is chairman of the Association’s Hotels 
Committee. 

Texas Pediatric Society has installed Dr. M. C. 
Carlisle, Waco, president; and has elected Dr. Russell 
J. Blattner, Houston, president-elect; Dr. James N. 
Walker, Fort Worth, secretary; and Dr. Jack M. Wood- 
all, Big Spring, treasurer. 

Texas Chapter, American College of Chest Physicians, 
will meet in Fort Worth, April 24. Dr. Howard E. 
Smith, Austin, is president. 

Texas Tuberculosis Association will meet in Galves- 
ton, April 15-16. 


Continued on page 78 


For Beginning Head Colds— 


Rhinall 


COLD CAPSULES 


Useful in the Acute Coryza or Virus 
stage of Head Colds—For relief of 
Sneezing, Blockage, and excessive 
Secretions—symptoms not relieved 
by the sulfonamides. 
EACH CAPSULE CONTAINS 

‘Propadrine' Hydrochloride . . . . . grain 

(Pheny!propanolamine Hydrochloride) 
Powdered Extract of Belladonna. . . . '/s grain 

(Equivalent to 0.0015 gr. total Alkaloids) 
Acid Acetyisalicylic . . « 24/2 grains 


For Allergic Colds— 


CAPSULES 


afford welcome relief of the annoying 
symptoms associated with allergic 
head colds. 


A combination of four effective in- 
gredients for the symptomatic relief 
of nasal congestion, hypersecretion 
and headache associated with 
allergies and allergic head colds. 


EACH CAPSULE CONTAINS: 
> Pyrilamine Maleate. . . 25mg. 
Ephedrine Sulfate. . . . ‘gr. 
Atropine Sulfate . . I/soogr. 


Detailed to the 
Medical Profession Exclusively 


Samples on Request 


In vials of 16 Capsules 


RHINOPTO COMPANY .¢ Dallas, Texas 


In vials of 12 Capsules 
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Lasting voronary 


Better Corona 


Improved 


Pentoxyton combines the brady- 


crotic, tranquilizing, stress-relieving 
effects of Rauwiloid® 1 mg. with the 
prolonged coronary vasodilating in- 
fluence of pentaerythritol tetrani- 
trate (PETN) 10 mg. 

Reduced heart rate lengthens dias- 
tole and leads to better coronary 
filling and wider stroke volume. 


SOUTHERN MEDICAL JOURNAL 


This new approach reduces nitro- 
glycerin need, in many instances 
obviates it; increases exercise tol- 
erance, reduces anxiety, allays 
apprehension, and often produces 
objective improvement demon- 
strable by electrocardiogram. 

Dosage: one to two tablets q.i.d. 
In bottles of 100 tablets. 


PEN TOXYWYLON: 


Each tablet contains pentaerythritol tetranitrate (PETN) 10 mg. and Rauwiloid® 1 mg. 


Equally indicated in normotensive and hyperten- 
sive patients, since Rauwiloid lowers elevated 
blood pressure but does not affect normal tension. 


LABORATORIES, INC., tos anceves 48, caLir. 
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Lower Pulge RIT 
IN ANGINAL THERAPY 
MORE SUCCESSFUL APPROACH IN 
THE NEW, 
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ANNOUNCING 


The Eighteenth Annual Meeting 


of 


THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 


Conterence Headquarters—Municipal Auditorium 
MARCH 7- 10, 1955 


GUEST SPEAKERS 


Donald H. Stubbs, M.D., Washington, D. C. F. Bruce Fralick, M.D., Ann Arbor, Mich. 
Anesthesiology Ophthalmology 

Marcus R. Caro, M.D., Chicago, Il. George J. Garceau, M.D., Indianapolis, Ind. 
Dermatology Orthopedic Surgery 

Joseph B. Kirsner, M.D., Chicago, Ill. Jerome A. Hilger, M.D., St. Paul, Minn. 
Gastroenterology Otolaryngology 

Robert A. Ross, M.D., Chapel Hill, N. C. William Boyd, M.D., Toronto, Canada 
Gynecology Pathology 

Tinsley R. Harrison, M.D., Birmingham, Ala. Louis K. Diamond, M.D., Boston, Mass. 
Internal Medicine Pediatrics 

Donald W. Seldin, M.D., Dallas, Tex. H. Dabney Kerr, M.D., Lowa City, Iowa 
Internal Medicine Radiology 

William A. Sodeman, M.D., Columbia, Mo. B. Marden Black, M.D., Rochester, Minn. 
Internal Medicine Surgery 

Leonard T. Furlow, M.D., St. Louis, Mo. Charles B. Puestow, M.D., Chicago, III. 
Neurosurgery Surgery 


Thaddeus L. Montgomery, M.D., Philadelphia, Pa. Hugh J. Jewett, M.D., Baltimore, Md. 
Obstetrics Urology 


Lectures, symposia, clinicopathologic conferences, round-table luncheons, 
medical motion pictures, scientific exhibits and technical exhibits. 


(All-inclusive registraton fee — $20.00) 
THE POSTCLINICAL TOUR TO EUROPE BY PLANE AND SHIP 
Departure from New York, March 12 


For information concerning the Assembly meeting and the tour write 
Secretary, Room 103, 1430 Tulane Avenue, New Orleans 12, La. 
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* 
Malcotran 
A Potent Anticholinergic Agent for the effective treatment 

of PEPTIC ULCER 


Widely used to allay excessive parasympathetic 


stimulation of the biliary, intestinal and 
OOSE: 
One tablet q. i. d. 
AVAILABLE - 
Malcotran 10 mg., scored green tablet 
Malcotran (10 mg.) with Phenobarbital (8 mg.) 


scored yellow tablet Mialtbie 


Liberal sample and literature on request 
Ethical Pharmaceuticals Since 1888 


genitourinary tracts. 


*The exclusive MALTBIE new dose of 
homatropine methylbromide 


MALTBIE LABORATORIES OIVIS!ION . WALLACE & TIERNAN. INCORPORATED 
NEWARK 1. NEW JERSEY 
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Mactern 


NOT an ‘‘improvised’’ 


model . . . but DESIGNED 
to be copied 
for years to come! 


A 


@ the Mattern DUOTECH Inte- 


grator simplified 
REDUCES the 
tional steps to just 2 selections 
MaS and 


*U.S. patent applied for 


technique 
usual 3 opera- 
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“‘DUOTECH’ 
CONTROL 


UNIT 
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only MATTERN gives you true 
M.LLIAMPERE SECOND Integrator! 


only the Mattern DUOTECH 
Integrator combines milliamper- 
age AND time. It alone METERS 
them both .. . resulting in out- 
put that's constant! 

only the Mattern DUOTECH 
Integrator constantly MONITORS 
X-ray tube output, resulting in 
eXtremely accurate’ milliampere 
second control. This precise con- 
trol sets a new standard in con- 
sistency of film density! 

only the Mattern DUOTECH 
Integrator provides the shortest 
possible time of exposure, on 
EVERY exposure, 
while giving complete 
protection to the 
X-ray tube! 


send coupon today 
for free booklet! 


MATTERN MFG. CO. 


F. MATTERN MFG. CO. SMJ 
4635-59 N. Cicero Ave., Chicago 30, Ill. 
[] please send me free booklet about 


the exclusive advantages of “*Duo- 
tech.” 


() have your dealer call for appoint- 


ment 


Name 


Address 
City. 


Phone__ 


State 
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| Brewet S yeast is a good 
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ELECTRON PHOTOMICROGRAPH 


St ylococcus 44,000 x 


Staphylococcus aureus (Micrococcus pyogenes var. aureus) is a Gram-positive organism 


commonly involved in a great variety of pathologic conditions, including 


pyoderma + abscesses + empyema * otitis + sinusitis * septicemia 


bronchopneumonia * bronchiectasis + tracheobronchitis + and food poisoning. 


It is another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. capsules 


250 mg./tsp. oral suspension (PANMYCIN Readimixed ) [Us j hi | 
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MAKE YOUR PLANS 


MID-SOUTH POSTGRADUATE MEDICAL ASSEMBLY 


Approvel for FORMAL CREDIT by the 


AMERICAN ACADEMY OF GENERAL PRACTICE 


Will Meet 


February 8, 9, 10, 11, 1955 


at 


HOTEL PEABODY, MEMPHIS, TENNESSEE 


SPEAKERS 
Dr. John A. Anderson San Francisco 
Dr. Thaddeus S. Danowski Pittsburgh 
Dr. J. Englebert Dunphy Boston 
Dr. F. Bruce Fralick Ann Arbor 
Dr. Sara M. Jordan Boston 
Dr. Ormond Julian Chicago 
Dr. Paul Klingensmith Philadelphia 
Dr. Frederick E. Kredel Charleston 
Dr. John H. Lamb Oklahoma City 
Dr. Arthur J. Merrill Atlanta 
Dr. Don H. O'Donoghue Oklahoma City 
Dr. Milton Rapoport Philadelphia 
Dr. Jonathan E. Rhoads Philadelphia 
Dr. Harry L. Rogers Philadelphia 
Dr. Roy W. Scott Cleveland 
Dr. George E. Shambaugh, Jr. Chicago 
Dr. Charles S. Stevenson Detroit 
Dr. John M. Waugh Rochester 
Dr. N. W. Winkelman Philadelphia 
Dr. Martin H. Wittenborg Boston 


MAKE RESERVATIONS DIRECT WITH HOTEL PEABODY 


For Further Information Write 
DR. THURMAN CRAWFORD, Secretary 
869 Madison Avenue 


Memphis, Tennessee 


Pediatrics 
Medicine 
Surgery 
Ophthalmology 
Medicine 
Surgery 


Obstetrics and Gynecology 


Surgery 
Dermatology 
Medicine 
Orthopaedics 
Pediatrics 
Surgery 
Medicine 
Medicine 
Otolaryngology 


Obstetrics and Gynecology 


Surgery 
Neurology 
Radiology 
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Salicylates and cortisone have com- 


plementary action when combined ... 


Smaller doses of each are sufficient to 
produce a therapeutic response equiv- 
alent to massive cortisone therapy. 
With smaller doses, side effects are 
absent, thus permitting SALCORT 
therapy over a_ prolonged period. 
THERE ARE NO WITHDRAWAL 
PROBLEMS WITH SALCORT. 


Salcort provides safe, dependable re- 
lief in arthritic affections. Early func- 
tional improvement and a sense of well 
being are significant in a large per- 
centage of patients. 


Each tablet contains: 


Cartisone 2.5 mg. 
Aluminum Hydroxide Gel, dried........ 0.12 Gm. 


(equivalent to 50 mg. ascorbic acid) 
Calcium Carbonate 


professional literature and sample 
available on request 


THE S. E. MASSENGILL COMPANY 
BRISTOL, TENNESSEE 
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pediatric forms of choice 


of 2 antibiotics of choice 


_ therapy 


with these flavor- favorite 


forms of 


retracvn 


Brand TETRACYCLINE 


Oral (chocolate favored) 
1.5 Gm., in 2 oz. (60 cc.) bottles, 
supplies 125 mg. /5 cc. teaspoonful 


Pediatric Drops (banana flavored) 
1.0 Gm. in 10 ce. bottles with special 
dropper calibrated at 25 and 50 mg. 


therapy with these 


dosage forms of choice 


Brand of oxytetracycline 


Oral SUSPENSION (raspberry flavored) 
1.5 Gm., in 1 oz. (30 cc.) bottles, 

supplies 250 mg. / 5 cc. teaspoonful 

Pediatric Drops (raspberry flavored) 


1.0 Gm. in 10 ce. bottles with special 
dropper calibrated at 25 and 50 mg. 


both antibiotics discovered by PFIZER LABORATORIES, Brooklyn 6, N.Y. 


DIVISION, CHAS. PFIZER & CO, INC. 
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Functional Disorders of 
the Cardiovascular System 


Stabilizer of the entire Autonomic Nervous System 


Ergotamine tartrate 0.3 mg. 
Bellafoline 0.1 mg. 
Phenobarbital 20.0 mg. 


Adult Dosage: 4 to 6 tablets daily. 


Sandoz 


PHARMACEUTICALS 
HANOVER, N. J. 
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NOSE DROPS 


and for 
Convenience 


CONTAINING 


‘Propadrine’ Hydrochloride.  .3% 
(Phenylpropanolamine Hydrochloride) 


Phenylephrine Hydrochloride .15% 


NOSE DROFS 


Chlorobutanol . . . 15% 
Que Ounce (Chioral derivative) 
RHINALL’ Sodium Bisulfite . . .03 % 


In an lsotonic Saline Menstruum 


Plastic Spray Bottle 
No risk of Sensitization 
* Especially Useful in Children Same Proven Formula 


* Samples on Request 


RHINALL RHINAMIN CAPSULES PYROCAIN 
Cc ° M PA N Y : Cold Capsules 


Pallas, 


ETHICAL SPECIALTIES FOR THE PROFESSION 


monilial vaginitis 
during pregnancy 

gentia-jel is specific — 93 
clinically effective 

gentia.jel is safe — safe for self- 
administration up to the day of 
delivery 

gentia-jel is esthetic — packaged in 

unique single-dose disposable 

applicators ... packages of 12 


vulvar itch 


pregnancy moniliasis | 


the only 


you can prescribe 


Westwood Pharmaceuticals 468 DEWITT ST. 
Division of Foster-Milburn Co. BUFFALO 13, N. Y. 


in Allergic Colds in Acute Otitis Media 


= 
— 
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gentian 
violet jelly 
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-TEED 


“A Physiological Approach In 


—INHIBITS \ 
HYALURONIDASE 


WELL TOLERATED 


GLU-SAL Warren-Teed — bottles of 
100 and 500 tablets 


THE WARREN-TEED PRODUCTS COMPANY, 
COLUMBUS 8, OHIO 


4 
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* Inhibits Parasympathetic Activity 
Relaxes Smooth Muscle Directly 


* Exerts Local Anesthetic Effect 
on G-I Mucosa 


“ Sedates the Patient 


Without Atropine Side Effects 


Each tablet contains 50 mg. 
Trasentine hydrochloride and 20 mg. 
phenobarbital. 

Also available: Trasentine 
hydrochloride Tablets, 75 mg. 


Trasentine® hydrochloride 
(adiphenine hydrochloride CIBA) 


2/2061" 


CIBA Summit, N. J. 
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“Folks say 1 don’t look 60. Well, I don’t feel it, either!” 


For many a spry oldster, the only change notice- 
able with advancing age is that each succeeding 


birthday cake has one more candle on it. To help ‘ 7 if 
such persons grow old gracefully, productively, e ql 
and happily, a supplementary supply of vitamins 
and minerals may be desirable. GEVRAL* pro- 


vides 14 vitamins and 12 minerals in one 
convenient capsule for geriatric use. Geriatric Vitamin-Mineral Supplement Lederle 


~ Lederle LEDERLE LABORATORIES DIVISION awmearcaw Ganamid company Pearl River, New York 


EACH GEVRAL CAPSULE CONTAINS: 
Vitamin A (acetate). 5000 U.S.P. Units Pyridoxine Hydrochloride (Bs). 0.5 mg. Phosphorus (CaHPOs).... 
( 


.. 110 meg. 
125°, MDR) Calcium Pantothenate. . 5 mg. (14.6% MDR) 
Vitamin D (viosterol). 500 U.S.P, Units Choline Dihydrogen Citrate. . 100 meg. Boron (NazBsO;"l0H20) 0.1 mg. 
Inositol. .. . 50 mg. Copper (CuO) 1 mg, 
Vitamin Br 1 microgram Ascorbie Acid (C).. 50 mg. (166° MDR) 
Purified Intrinsic Factor Concentrate Vitamin E (tocophery! acetates) 10 1. U.- Fluorine (CaF2) : 0.1 mg. 
0.5 mg. Rutin.. 25 mg. Manganese (MnOz)... 
Thiamine Hydrochloride (Bi) . &me. Iron (FeSO4) 10 me. Magnesium (MgO). . 1 me. 
j Riboflavin 890%, (100° MDR) Potassium (K2SO4) 5 mg. 

(250°) Iodine (KI) Zine (ZnO) . 0.5 mg. 

Niacinamide ; 15 meg. Calcium (CaHPO,) 145 mg. MDR—minimum daily requirement 

Folic Acid 1 me. ag" MDR) for adults 


Lederle offers a complete geriatric line including: GEVRABON*, a vitamin-mineral supplement liquid with a wine 
flavor; GEVRAL* Protein, a vitamin-mineral-protein powder; and GEVRINE*, a vitamin-mineral-hormone capsule. 


* rec. U.S. PAT. OFF. 
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FOR INDIVIDUALIZED 
CONTROL OF 
TENSION PEAKS 


New 


Nidar is the new formulation spe- 
cifically designed to control the 
tensions of everyday life. Nidar 
offers sedation when needed 
without drowsiness. 


Each light green, scored NIDAR 
tablet contains: 


Secobarbital Sodium. .... % gr. 
Pentobarbital Sodium... . % gr. 
Butabarbital Sodium. .... % gr. 
Phenobarbital............ Ye gr. 
Bottles of 100 and 1000. 


Usual tension-controlling dos- 
age: 1 tablet 4 hr. before period 
of morning or afternoon tension. 
(For hypnotic effect without bar- 
biturate hangover: 1 or 2 tablets 
4 hr. before retiring.) 


ARMOUR LABORATORIES 
SION OF ARMOUR AND COMPANY 
KANKAKEE, ILLINOIS 


Untangle Daytime Nerves _ 
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Continued from page 64 


Texas Society of Gastroenterologists and Proctologists 
will meet in Fort Worth, April 24, under the presi- 
dency of Dr. Charles Hardwicke, Austin. 

Texas Society of Anesthesiologists will meet in Fort 
Worth, April 24, under the presidency of Dr. Frank O. 
Barrett, El Paso. 

Texas Orthopedic Association will meet in Fort 
Worth, April 25, under the presidency of Dr. Brandon 
Carrell, Dallas. 

Texas Dermatological Society ‘will meet in Fort 
Worth, April 24, under the presidency of Dr. Paul H. 
Power, Waco. 

Texas Diabetes Association will meet in Fort Worth, 
April 24, under the presidency of Dr. George M. 
Jones, Dallas. 

University of Texas Medical Branch, Galveston, has 
been given a $10,000 grant for the maintenance of a 
loan fund for medical students by the T. J. Brown 
and C. A. Lupton Foundation, Inc., Fort Worth; and 
a $5,000 grant by the M. D. Anderson Foundation, 
Houston, for the establishment of a youth development 
center which will be under the direction of Dr. Eugene 
C. McDanald and Dr. Brooks W. Mullen, both of the 
Neuropsychiatric Department. 

Dr. J. B. McKnight, San Angelo, and Dr. 7. T. Scott, 
Austin, were awarded medallions commemorating the 
fiftieth anniversary of the voluntary movement for 
tuberculosis control at a board of directors meeting of 
the Texas Tuberculosis Association recently. 


A HISTORY OF MEDICINE 


By H. Major, M.D. 


Professor of Medicine and of the History 
of Medicine, University of Kansas 


Spanning the rich traditions of centuries of 
medical history, this fresh, new two-volume 
narrative brings to life the great men and women 
who developed the healing art from pre-historic 
times to the middle of the 20th Century. Writ- 
ten in terms of the famous individuals who 
molded medical history, Dr. Major’s work is de- 
signed to aid the medical student and _ the 
medical practitioner in apprecia.ing and learn- 
ing from the wealth of experience which pre- 
ceded today’s medical miracles. Profusely illus- 
trated with more than 400 photographs, drawings 
and reproductions, many taken or collected by 
the author, “A History of Medicine” traces the 
mainstream of medical history in a highly read- 
able connected narrative. 


1088 pages in 2 volumes $14.50 
SEND ORDERS TO 


J. A. MAJORS COMPANY 


New Orleans 12 Dallas 21 Atlanta 3 
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Dr. Warren M. Jacobs, Houston, has been named 
faculty doctor of the year by students of Baylor Uni- 
versity College of Medicine. 

The Marvin L. Graves Building. named in honor of 
the late Dr. Marvin L. Graves, formerly professor of 
internal medicine at the University of Texas Medical 
Branch, Galveston, is one of the buildings of the John 
Sealy Hospital containing rooms and = wards for 
psychiatric patients. Dr. Graves was a pioneer in the 
management of mental disorders in the Southwest. 


VIRGINIA 


The Medical Society of Virginia held its 1954 annual 
meeting in Washington, D. C., jointly with the Medi- 
cal Society of the District of Columbia October 31— 
November 3, 1954, and installed Dr. Carrington Wil- 
liams, Richmond, president; and elected Dr. James P. 
King, Radford, president-elect; Drs. James W. Love, 
Alexandria, Waverly R. Payne, Newport News, and 
Benjamin W. Rawles, Jr., Richmond, vice-presidents; 
and Robert I. Howard, Richmond, executive secretary- 
treasurer. 

‘Tri-State Medical Association (North Carolina, 
South Carolina and Virginia) will meet in Old Point, 
Hotel Chamberlin, February 21-22. 

Gill Memorial Eye, Ear and Throat Hospital will 
hold its 28th Annual Spring Congress in Ophthalmol- 
ogy and Otolaryngology in Roanoke, April 4-9. 


Continued on page 80 


TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 


RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical practice of Drs. Beverly R. 
Tucker, Howard R. Masters and Jam 
Asa Shield. 


The Tucker Hospital is for the treat- 
ment of nervous and endocrine diseases. 
There are departments of massage, me- 
dicinal exercises, hydrotherapy and phys- 
iotherapy. The Hospital is large and 
bright, surrounded by a lawn and shady 
walks, large veranda and has a roof 
garden. It is situated in the best part of 
Richmond and is thoroughly and mod- 
ernly equipped. The nurses are specially 
trained in the care of nervous cases. 
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pigital's 


in its completeness 


Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 
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| Digitalis [i 
(Davies, Rese) 
. 0.1 Gram 
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Whenever 
the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


Valentine’s 
MEAT EXTRACT 


stimulates the appetite, 
increases the flow of 
digestive juices, 

provides: supplementary 
amounts of vitamins, minerals 
and soluble proteins, 
extra-dietary vitamin Bj», 


protective quantities of 
potassium, in a palatable and 
«, readily assimilated form. 


Supplied in bottles of 2 or 6 
fluidounces. 


Dosage is 1 teaspoonful two or three times daily; 
swe or three times this amount for potassium 
therapy. 


VALENTINE Company, Inc. 


RICHMOND 9, VIRGINIA 
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The Valley of Virginia Urological Association was 
organized last year at a meeting in Staunton, with Dr. 
Christopher Stuart Jr., Winchester, temporary chair- 
man of the group and Dr. C. I. Sease Jr., Harrison- 
burg, temporary secretary. Meetings will be held 
quarterly. 

Dr. Roy M. Hoover, Roanoke, at the last annual 
state meeting, had bestowed upon him the award as 
the Virginia physician who made the greatest contribu- 
tion to the physically handicapped during the year. 
The presentation was made by General Maas, Chair- 
man of the President’s Committee of Employment of 
the Physically Handicapped. 

Virginia Medical Service Association has reelected 
Dr. H. Grant Preston, Harrisonburg, president; and 
Dr. Claude A. Nunnally, Fredericksburg, chairman of 
the board of directors. Dr. Benjamin W. Rawles Jr., 
is vice-president, and Dr. D. Edward Watkins, Waynes- 
boro, secretary. 

Dr. L. W. Hulley Jr., Richmond, has been appointed 
medical advisor to the State Industrial Commission, 
succeeding the late Dr. J. Fulmer Bright. 

Dr. W. Taliaferro Thompson Jr., Richmond, has 
been installed vice-president of the Davidson College 
Alumni Association. 

Dr. Montie L. Rea was honored recently at the 
Martha Jefferson Hospital, Charlottesville, for his 
fifty years of service, his portrait being presented to 
the hospital to be hung in the lobby. 


Continued on page 82 


LaMotte 
Blood Chemistry Outfits 


Accurate, Simplified Clinical Tests 


Units available for 


Hemoglobinometer 
Icterus Index Sugar in Urine 
(Pigford) Sulfonamides 

Icterus Index ( Micro) (Blood and 
Alveolar Air CO2 Tension Kline Test for Syphilis Urine) 
Bilirubin in Blood PH of Blood Thiocyanate 
Blood Loss in Body Fluids pH of Urine Thymol Turbidity 
Bromides in Blood Phenolsulfonphthalein st 
Calcium -Phosphorus in (Block Type) Urea in Blood 
Blood Phenolsulfonphthalein Urea in Urine 
Chlorides in Blood 


(Roulette Type) Urie Acid in 
Cholesterol in Blood Specifie Gravity Blood 
Creatinine in Blood (Ble 


Blood & Body 
Gastric Acidity Fluids) 


Albumin and Sugar in 


Sugar in Blood 
rine 

Alcohol in Blood and 
Urine 


Urinalysis 
Vitamin C in 

Blood and Urine 
Example 


for Blood Sugar Estimation 
LaMotte Blood Sugar Outfit 


Uses only a few drops of 
finger blood. 

Permits tests at clost in- 
tervals. 


Invaluable for infant cases. 

Accurate to 10 mg. oi 
sugar per 100 ce. of 
blood. 

Direct Results without 
calculations. 

Only 20 minutes required 
for complete test. 


Write for LaMotte Catalog 


LaMOTTE CHEMICAL PRODUCTS CO. 


Dept. S Towson, Baltimore 4, Md. 
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Neocholan 


] 
2 


TRADEMARK 


NEOCHOLAN provides a two-way approach to effective medical 
management of biliary stasis —the precipitating cause of non- 
calculous cholecystitis, ascending cholangitis, biliary dyskinesia, 
and the postcholecystectomy syndrome. 


Hydrocholeresis: Neocholan stimulates an increased flow of thin, 


non-viscid bile, low in solids and cholesterol, to flush the biliary 
system of mucus, inspissated bile, and debris, 


Sphincter Relaxation: Neocholan secures prolonged relaxation 
of intestinal smooth muscle, the sphincter of Oddi and the am- 
pulla of Vater, insuring unhampered flow of bile to the duodenum. 


Each Neocholan Tablet contains: 


Dehydrocholic acid comp. P.-M. Co............ 265 mg. (4 gr.) 
(Dehydrocholic acid, 250 mg. or 334 gr.) 

Homatropine methylbromide.............. 1.2 mg. (1/50 gr.) 

8.0 mg. (1/8 gr.) 


Supplied in bottles of 100 and 1,000. 


PITMAN-MOORE COMPANY + INDIANAPOLIS 6, INDIANA 


Division of Allied Laboratories, Inc. 


PHARMACEUTICAL AND BIOLOGICAL CHEMISTS 
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TULANE UNIVERSITY 


SCHOOL OF MEDICINE 


DIVISION OF GRADUATE 
MEDICINE 


Surgery of Trauma & Vascular 

Surgery January 17-22 
Venereal Disease January 31-February 4 
February 7-12 
Industrial Medicine March 31-April 1 
March 23-25 


Pediatric Therapeutics 


Clinical Hematology 


tor Detailed Information Write 


DIRECTOR 


1430 Tulane Ave. New Orleans 12, La. 
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Continued from page 80 


Dr. Paul Hogg, Newport News, has been elected 
president of the Peninsula Chapter of the Virginia 
Society for Crippled Children and Adults. 

Dr. T. Allman” became health director of 
Fauquier-Prince William-Rappahannock Health Dis- 
trict on January 3. 

Dr. J. N. Rose has been named health director of 
Lee-Scott Health District, effective January 3. 

Dr. Harvey B. Haag, Richmond, was elected presi- 
dent of the American Therapeutic Society at its an- 
nual meeting held in St. Louis, Missouri in November. 

Virginia Society of Pathology has installed Dr. Ed- 
ward Levy, Norfolk, president; and elected Dr. John 
Hooker, Danville, president-elect; and Dr. George J. 
Carroll, Suffolk, secretary-treasurer. 


WEST VIRGINIA 


West Virginia Heart Association has installed Dr. 
Francis J. Gaydosh, Wheeling, president; and elected 
Dr. William E. Bray Jr., Huntington, president-elect; 
Dr. James R. Shanklin, Bluefield, vice-president; and 
Dr. J. H. Wolverton Jr., Piedmont, secretary. 

Dr. Walter E. Vest, Huntington, has been named a 
member of the editorial board of Today’s Health. 

Dr. William P. Black, Charleston, has been elected 
chairman of the Kanawha-Charleston Board of Health. 

The new Monroe County Health Center was com- 
pleted recently. 


This drug has proved able 
to control the disease 
in two-thirds of patients 


with ulcerative colitis, 
who had previously failed to 
respond to standard colitis 
therapy currently in use*. 


* See MORRISON: Rev. of Gastroent., Oct. 1953. | ; 


GRANO OF SALICYLAZOSULFAPYRIDINE 


PHARMACIA LABORATORIES, INC. 


270 Park Avenue, New York 17, N. Y. 
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Drs. S. A. Ford, Beckley, Clark K. Sleeth, Morgan- 
town, Robert R. Pittman, Marlinton, and George W. 
West, St. Marys, have been named part-time county 
health officers for Raleigh, Monogalia, Pocahontas and 
Pleasant counties, respectively, all to fill unexpired 
terms, and will hold office until July 1, 1957. 


Drs. G. G. Irwin and Hugh A. Bailey, both of 
Charleston, attended the Third Inter-American Session 
of the American College of Surgeons held in Lima, 
Peru in January. 

Dr. Frank J. Holroyd, Princeton, has been named 
a member of the Committee on Medical Care for 
Industrial Workers by the Board of Trustees of the 
American Medical Association. 

Dr. Grover C. Wallace, formerly of Ansted and 
recently released from active service with the Air 
Force, has located at Galena Park, Texas, where he 
is associated with the Deaton Clinic and Hospital. 

Dr. Robert D. Cunningham, formerly of Charleston, 
has located at Marion, Indiana. 

Dr. Joseph L. Greene, formerly of Logan, is located 
in the Professional Building, Hialeah, Florida. 

Dr. Neil A. Wordet, formerly of Marmet, has lo- 
cated at Hope Mills, North Carolina. 

Dr. Leo S$. Konieczny, Slab Fork, has located at 
Ironton, Ohio. 

Dr. Robert F. Erhard, Huntington, has moved to 
Levittown, Pennsylvania. 


Continued on page 84 


CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 


nervous and mental disorders, and Each Biopar tablet contains: 


Crystalline Vitamin By2 U.S.P..... 6 meg. 
Intrinsic Factor........... ....30 mg. 
Bottles of 30 tablets 


addictions to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEE 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR & COMPANY © KANKAKEE, ILLINOIS 


tablets 
me replace... 
space out... § 
supplement 
vitamin Bre 
| 


SOUTHERN MEDICAL JOURNAL FEBRUARY 1955 
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THE OPHTHALMOLOGICAL STUDY COUNCIL Dr. Lloyd G. Combes, formerly of Holden, is now 


LANCASTER COURSES IN OPHTHALMOLOGY 


engaged in general practice at Sarasota, Florida. 
Dr. Howard J. Maxwell, Franklin, has moved to 


Colby College, Waterville, Maine Petersburg. 


June 25 to September 11, 1955 


Anatomy 
Histology 


Embryology Motor and Sensory CLASSIFIED ADVERTISEMENTS 


Dr. William T. Hall, formerly of White Sulphur 
Springs, and recently released from the Navy, has 
SUBJECTS INCLUDED located in Wilmington, Delaware 


Pharmacology 
Neuro-Ophthalmology 


Heredity Refraction 
Pathology Slit Lamp 
Bacteriology Perimetrv FOR SALE-—Established practice of internal medicine 
Optics Surgical Principles and surgery. $12,500. 122,000 charts for lease of two 
Physiological Optics Glaucoma years. Will remain with doctor for six weeks or two 
Visual Physi i ae months. Contact W. L. Cousins, M.D., 3001 Cooledge 
isual Physiology General Diseases and Road, Tucker, Georgia. 
Bio-Chemistry Ophthalmoscopy 
SITUATION WANTED—Board Surgeon desires as- 
Fee: $325.00 Veterans’ Tuition Paid by Veterans sociation with busy surgeon or group, city 10-15,000 
Administration southeast coast, good schools. Able, dependable, expe- 
rienced. Contact GE c/o SMJ. 
Adequate living quarters on the college campus 
PHYSICIAN retiring because of ill health will give 
For further information write practice and office equipment to physician buying 


Ophthalmological Study Council 


home. Fishing resort. Write J. E. Rose, M.D., Box 368, 
Flagler Beach, Florida. 
Parker Heath, M.D. 
COMPETENT secretary-office administrator desires 
Sullivan Harbor, Maine position. Four years in charge of psychiatrist’s office. 
Address RM c/o SM]. 


Redisol. 


CRYSTALLINE VITAMIN B, 2 


versatile and potent antianemic agent 


MAJOR ADVANTAGES: Remits the disabling symptoms of pernicious 
anemia. Stimulates hemopoiesis. Builds up appetite. 


Small doses of vitamin B,: produce the 100, 250 mcg.; Repbtso Elixir, 5 mcg. 
same response in pernicious anemia as per 5 cc.; and Repisox Injectable, 30, 
injections of potent liver extracts. 100 and 1,000 mcg. per cc. 
REDisoL—pure vitamin B,.—also pro- 
duces similar results in many cases of 
nutritional macrocytic anemia, mega- 
loblastic anemia of infancy, tropical 
and non-tropical sprue. 


Philadelphia 1, Pa. 
Available as Repisot Tablets, 25, 50, DIVISION OF MERCK & CO., INc. 
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Difloceceus 44,000 X 


Diplococcus pneumoniae (Streptococcus pneumoniae) is a Gram-positive 


organism commonly involved in 


lobar—and bronchopneumonia ¢ chronic bronchitis * mastoiditis + sinusitis 


otitis media + and meningitis. 


It is another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. capsules 
250 mg. tsp. oral suspension (PANMYCIN Readimixed ) 


ELECTRON PHOTOMICROGRAPH 


> 


when wintertime 


becomes symptomtime 


muctinist: N 


for prompt relief of rhinorrhea, headache, backache and 
other symptoms associated with the common cold .. 
Multihist+APC provides the beneficial effects of 3 anti- 
histamines, and the analgesic-antipyretic effects of APC. 


A [DORSEY preparation. 


Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Co. 
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Three effective antihistamines instead of 
one mean less chance of side effects. 
Each capsule contains: 
Pyrilamine maleate 
Prophenpyridamine maleate ... 
Phenyltoloxamine 
dihydrogen citrate ..... 
Aspirin 
Phenacetin . 3 
Caffeine 
Dosage: During the first day of cold, 2 
capsules initially, followed by 1 capsule 
at 4-hour intervals. Thereafter, 1 capsule 
four times daily for 2 days. 
Supplied: Bottles of 100, 500 and 1,000 
capsules, 


HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 
Thoroughly modern in architecture and construction. Eight departments- affording proper classification of patients. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also 
a spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, over- 


looking the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and 
helpful occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keen Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 
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THE WALLACE HOSPITAL 


W. R. WALLACE, Superintendent 
Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 
Drug Addiction and Alcoholism. 


A MODERN HOSPITAL 
FOR EMOTIONAL 


Information 
Brochure @ Modern Treatment Facilities @ Occupational and Hobby Therapy 
Rates @ Psychotherapy Emphasized @ Healthful Outdoor Recreation 
Available to Doctors = @ Large Trained Staff @ Supervised Sports 
and Institutions @ Individual Attention @ Religious Services 
@ Capacity Limited @ Ideal Location in Sunny Florida 
MEDICAL DIRECTOR — SAMUEL G. HIBBS, M.D. ASSOC. MEDICAL DIRECTOR - WALTER H. WELLBORN, Jr,,M.O. 
JOHN U. KEATING, M.D. SAMUEL R. WARSON, M.0. 


TARPON SPRINGS FLORIDA ON THE GULF OF MEXICO PH. VICTOR 2-181) 
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ESTABLISHED 1911 


~ WESTBROOK SANATORIUM 


cA private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational and 
recreational therapy—for nervous and 
mental disorders and problems of 
addiction. 


Staff PAUL V. ANDERSON, M.D, 
President 


REX BLANKINSHIP, M.D, 
Medical Director 


JOHN R. SAUNDERS, M.D, 
Associate 


‘THOMAS F. COATES, M.D, 
ssociate 


R. H. CRYTZER, Administrator 


P, O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 
Brochure of Views of our 125-Acre Estate 


Sent on Request 


Diagnostic and Therapeutic 
Facilities 

Internal Medicine and 
Gastroenterology 

Surgery 

Gynecology and Obstetrics 

Radiology—X-ray and 
Radium therapy 

Laboratory and Research 
Departments 

Urology 

Endoscopy 

Otolaryngology-Ophthalmology 

Neuropsychiatry 


Hotel facilities available 


3636 $T. CHARLES 


Phone TYler 2376 


AVENUE 
New Orleans, La. 
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BRAWNER’S SANITARIUM 


ESTABLISHED 1910 
SMYRNA, GEORGIA 


(SUBURB OF ATLANTA) 
FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational 
Therapy 


Modern Facilities 
Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. Brawner, M.D. Jas. N. BRAwNER, JR., M.D. ALBERT F. BRAwner, M.D. 
MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 
P. O. Box 218 Phone 5-4486 


EsTABLIsHED 1916 


Appalachian Ball acrevitte North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 
lescence, drug and alcohol habituation. 

Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 


Wy. Ray GriFFin, M.D. Mark A. GriFFin, M.D. 
Diplomate In Psychiatry Diplomate In Psychiatry 
Ws. Ray GriFFIN, JRr., M.D. Mark A. GriFFIN, JRr., M.D. 


For rates and further information write APPALACHIAN HALL, AsuHevitte, N. C. 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND 20, VIRGINIA 


Medicine: Surgery: 
MANFRED CALL, III, M.D. A. STEPHENS GRAHAM, M.D. 
M. MORRIS PINCKNEY, M.D. CHARLES R. ROBINS, JR., M.D. 
ALEXANDER G. BROWN, IIE, M.D. CARRINGTON WILLIAMS, M.D. 
JOHN D. CALL, M.D. RICHARD A. MICHAUX, M.D. 
WYNDHAM B. BLANTON, JR., M.D. CARRINGTON WILLIAMS, JR., M.D. 


Urological Surgery: 


Obstetrics and Gynecology: FRANK POLE. MD 


WM. DURWOOD SUGGS, M.D, 


SPOTSWOOD ROBINS, M.D. Oral Surgery: a 
EDWIN B. PARKINSON, M.D. GUY R. HARRISON, D.D.S, 
DAVID C. FORREST, M.D. Roentgenology and Radiology: 
FRED M. HODGES, M.D. 
Orthopedics: L. O. SNEAD, M.D. 
BEVERLEY B. CLARY, M.D. HUNTER B. FRISCHKORN, JR., M.D. 
WILLIAM C. BARR, M.D. 
ediatrics: 
CHARLES P. MANGUM, Physiotherapy: 
EDWARD G. DAVIS, JR, M.D. MISS EFTHELEEN DALTON 
Ophthalmology, Otolaryngology: S. JACKSON, M.D 
W. L. MASON, MLD. 
Anesthesiology: 
Pathology: WILLIAM B. MONCURE, M.D. 
REGENA BECK, M.D. HETH OWEN, JR. M.D. 
Director: 


CHARLES C. HOUGH 


Saint Albans Sanatorium 
RADFORD, VIRGINIA 


125 bed private psychiatric hospital for the treatment of nervous and mental disorders, 
incluaing alcoholism and addiction. 


STAFF 
James P. King, M.D., Director 
James K. Morrow, M.D. Thomas E. Painter, M.D. Daniel D. Chiles, M.D. 
Tames L. Chitwood, M.D., Medical Consultant 
Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 
BLUEFIELD MENTAL HEALTH CENTER 
1400 Bland Street 


Bluefield, W. Va. 
David M. Wayne, M.D., Director 
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CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, ROUTE 10, BOX 288 


er 


For the Diagnosis and Treatment of Mental and Nervous Diseases 


Located on the Raleigh-LeGrange Road, five miles east of the city limit 
—accessible to U. S. Highway 70 (Bristol Highway) 


Situated on a sixty-six acre tract of wooded land and rolling fields, the 
environment is conducive to amelioration of the symptoms of emotion- 
ally disturbed patients 

Modernly equipped with adequate facilities for physical and hydro- 
therapy, electroshock, and insulin therapy 


Special emphasis is laid on recreational and occupational therapy 


Adequate nursing personnel assures individual attention to each 
patient 


The main building and hospital department of the Sanatorium is 
shown above 


FAIRFIELD 


Our convalescent home is lo- 
cated on the Sanatorium 
Grounds 


The home is especially de- 
signed and fitted for the 
cure of elderly people. 
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SURE RATE 


wide variety 


a chote for dual 
In a recent study! of 53 patients with  venenata, and folliculitis were among 
various types of pyodermas, the use of the common skin infections that 


BACIMYCIN Ointment “...resulted ina showed marked improvement with 
cure rate of 88%...’ and nota single | BACIMYCIN therapy. 


case of sensitization or primary irrita- Supplied in %-oz. tubes for prescrip- 
tion occurred. tions; in 100 gm. jars for hospital use. 

Impetigo, infectious eczematoid der- Literature and samples on request. 
matitis, atopic eczema, secondary in- 1. Greenhouse, J. M., and Ryle, W. C.: A.M.A. Arch. 


fections superimposed on dermatitis Dermat. & Syph. 69:366, Mar., 1954. 


YUpther LABORATORIES, INC. MOUNT VERNON, NEW YORK 
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‘Becotin with Vitamin 


(VITAMIN B COMPLEX WITH VITAMIN C, LILLY) 


Provides therapeutic amounts of the im- 
portant water-soluble vitamins. 

During infection, the water-soluble vita- 
mins may be depleted. Patients receiving 
broad-spectrum antibiotics may develop vi- 
tamin deficiencies because of antibiotic in- 
terference either with the biosynthesis or 
the utilization of the natural vitamins. To 
avoid vitamin deficiencies during infection, 
consider ‘Becotin with Vitamin C’ when- 
ever you prescribe an antibiotic. 

Only 1 pulvule daily provides therapeutic 
amounts of the B and C vitamins. The for- 
mula includes a potent combination of syn- 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, 


thetic vitamins of the B complex and all 
the natural fractions occurring in desic- 
cated liver and stomach tissue. In bottles 
of 100 and 500. 


QuAul Y / RES ZAR! / 
T ESE NTEG 
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INDIANA, U.S.A. 
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from the literature. .. 


“The value of CHLOROMYCETIN in the 
treatment of infections due to most bac- 
teria, the pathogenic rickettsiae, and 
many of the large viruses has now been 
well established.”? 


in typhoid fever 

“Our experience...and many others all 
show that chloramphenicol [CHLORO- 
MYCETIN] has an established place in 
the treatment of typhoid fever.”? 


in meningitis 

“At the present time chloramphenicol 
[CHLOROMYCETIN] is recognized as a 
potent antibiotic whose ease of adminis- 
tration and prompt diffusion into serum 


and spinal fluid makes it a particularly use- 
ful agent in the treatment of many forms 
of purulent meningitis.” 


in bacterial endocarditis 
“Within ten days [after therapy with 
CHLOROMYCETIN was begun] there 
was a dramatic improvement in the pa- 
tient’s clinical appearance and the sedi- 
mentation rate and temperature became 
normal.”* 


in rickettsial diseases 
“Chloramphenicol [CHLOROMYCETIN ] 
has been used with striking success in pa- 
tients with scrub typhus, murine typhus, 
Rocky Mountain spotted fever, and epi- 
demic typhus.”> 


Chloromycetin 


(Chloramphenicol, Parke-Davis) 


CHLOROMYCETIN is a potent therapeutic agent and, because certain 
blood dyscrasias have been associated with its administration, it should 
not be used indiscriminately or for minor infections. Furthermore, as 
with certain other drugs, adequate blood studies should be made when 
the patient requires prolonged or intermittent therapy. 


1. Yow, E. M.; Taylor, FE M.; Hirsch, J.; Frankel, R. A., & Carnes, H. E.: 


J. Pediat. 42:151, 1953. 


2. Dodd, K.: J. Arkansas M. Soc. 10:174, 1954. 
3. Hanbery, J. W.: Neurology 4:301, 1954. 
4. Miller, G.; Hansen, J. E., & Pollock, B. E.: Am. Heart J. 47:453. 1954. 


5. Keefer, C. S., in Smith, A., & Wermer, PR L.: Modern Treatment, New 
York, Paul B. Hoeber, Inc., 1953, p. 65. 
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